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Completely Modern Approaches 
to Public Health Nursing Problems 


Cooley’s Social Aspects of Illness 


Here is a brand new book that will prove of great value to the public 
health nurse. Mrs. Cooley explains the social aspects of specific disease 
conditions in both rural and urban communities. The technics of the 
social worker are covered and the relationship between her and the 
nurse discussed so that both may work cooperatively. The racial prob- 
lems of the foreign born are explained. Emphasis is placed on social 
groups. collective behavior, social control, and their relation to nursing. 
The role of the nurse is stressed. 


By CAROL H. COOLEY, Director of Social Service, Presbyterian Hospital, Chicago 
Ready in March. 
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Hansen’s Review of Nursing 
Here is a complete and accurate outline of each course in the nursing 
curriculum. More than 4700 questions are included. These are both 
objective (matching, completion, true-false, and selection) and situation 
type. Answers to the questions may be found at the back of the book 
so the nurse may check on her knowledge immediately. 


a HELEN F. HANSEN, R.N., M.A., formerly Executive Secretar Board of Nurse 
Department of Professional and Vocational Standards, Calitormi pages. 
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Freeman’s Public Health 
Nursing Practice 


This new book is a guide to help put into use today’s methods and pro- 
cedures in public health nursing. The place of the public health nurse 
on the health team is stressed. 


Miss Freeman covers the subject of family nursing care and considers 
the administrative and professional aspects of public health nursing. 
There is material on arranging schedules; planning by the month, week. 
day, or year; on office procedures; on gaining the confidence of the 
patient; and on how the nurse may use the various community resources 
at her disposal for the care of patients. Included, too, is information on 
analyzing health needs; planning for health action; and public health 
nursing in clinics. 


By RUTH B. FREEMAN, R.N., M.A., Associate Professor of Public Health Adminis 
tration and Head of Division of Public Health Nursing, Johns Hopkins University School 


4 Hygiene and Public Health. 337 pages. $3.5 New 


Freeman’s Supervision in 


Public Health N ursing 


Here the principles of supervision are actually applied to public health 
nursing. The specific functions of the supervisor in the various public 
health nursing programs are covered. Many of the fundamental prin- 
ciples and techniques of supervision may be applied by the staff nurse 
in her relationships with families, students, and subsidiary workers. 


In this Second Edition, there are discussions such as: case load manage- 
ment; group teaching experience; systematic evaluation: and building 
understanding. This book is realistic about the problems in supervision 
and direct and specific in suggesting methods of solving them. 


By RUTH B. FREEMAN, R.N., M.A., Associate Professor of Public Health Adminis 
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Your Part in 


\ \ HY SHOULD I continue my NopHn 


membership now that we're all reorganizing?” 
one of our individual members asked in a 
recent letter. The question really rocked 
us back on our heels. Could any member 
feel that she wasn’t needed with so many 
extra jobs to be done this year? 

But then we got to thinking maybe 
there are other members who are asking this 
same question . . . maybe it isn’t entirely clear 
to some how much must be done before work 
on our new organizational structure is com- 
pleted . . . maybe we need to remind all indi- 
vidual members, and all potential members, 
that there never was a year when NopHN 
needed them more—their opinions and ideas 
as well as their dues. 

True, all six national organizations have 
voted for a two-organization structure, but 
there is still the final blueprint to complete. 
Nursing, luckily, has no dictator to say, 
“This is the way it will be.” The job will be 
done democratically, as we all want it to be 
done, and that means that time and money 
must be allowed for consideration, discussion, 
amalgamation of opinion, and final vote. 

Each national organization has its own 
committee working on structure. Representa- 
tives of these committees make up the overall 
Joint Coordinating Committee on Structure. 
All of these committees are very much on the 
job, eager to finish as quickly as the job can 
be done well. But there are scores of points 
to be discussed and settled: objectives, func- 
tions, membership, meetings, voting, sections, 
directors, officers, committees, duties, powers, 


Reorganization 


dues, legal technicalities, state organizations, 
and local organizations—lots of help from 
all members will be needed in planning for 
these! We stop for breath, yet that’s not the 
whole list, by any manner of means. And 
after the design is finished, arrangements must 
be made for the orderly transfer of programs 
of work. It will take the hardest kind of work 
to complete all of this by the 1952 biennial 
convention when bylaws must be presented 
to the memberships of all the merging ‘organ- 
izations for vote. After that the actual transi- 
tion from the present organizations to the 
two new organizations will take place. For- 
tunately, many activities are already being 
carried forward jointly so that the two new 
organizations can begin to function that much 
more easily. 

It is obvious that during the two years 
ahead, work on reorganization will be one of 
NoPHN’s most important jobs. Meanwhile, 
the job to be done nationally for public health 
nursing and all of nursing is getting bigger 
all the time and is particularly critical now 
with the war emergency. 

With the full support and active interest 
of an enthusiastic membership, NopHn can 
move smoothly and strongly into the new 
structure and, at the same time, continue full 
speed ahead with the essential activities that 
are part of its regular program and that are so 
vital to all in public health nursing. But 
the backing of an interested and increasing 
membership is a must. To keep public health 
nursing strong on the national front and to 
take it into the new structure in a vigorous 


il 


healthy state, NopHN must be strong and only 
its members can make it so because the mem- 
bers are NOPHN. 
The great majority of Nopux’s members 
recognize this, of course, and know the im- 
portance of each individual member to the 
work of her national organization. Best 
evidence of this recognition is the ready re- 
sponse there has been to our president's re- 
quest for early renewal of individual member- 
ship for 1951. At the end of December about 
half of our 1950 members had paid their dues 


The March 


The March of 
marched right on 


Dimes has 
across the 
American scene and has found 
LIGHT a warm place in the hearts 
eevee of most of our people. The 
] collection of dimes—and quar- 
ters and dollars—during the 

wUARY 15-3) Period of the last two weeks 
in January carries with it 


special significance for each person or 
group that contributes. Many give be- 
cause someone near and dear has_ been 


afflicted with polio. Others contribute to 
help victims who made headlines in the 
newspapers during the year. A small number 
realize the increasing cost of pure research 
and give with this purpose in mind. 

Nursing has a true interest in the March 
of Dimes, sharing as it does in the giving 
and in the programs supported by the money 
so collected. We are extremely proud of the 
work of the Joint Orthopedic Nursing Ad- 
visory Service which annually receives a grant 
from the National Foundation for Infantile 
Paralysis. JONAs has just gone through one 
Fortunately, the NFIP 
made funds available so that additional per- 
sonnel were employed to aid in the program 
of preparing nurses to care for polio patients 
in their own communities. Institutes and 


of its busiest years. 


workshops for nurses are among the main 
activities of the JoNAs staff. More than 2,500 
nurses attended three- to five-day courses 
directed by Jonas consultants in the last year. 
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for 1951. This is a fine show of cooperation 
and greatly appreciated. 

Perhaps, then, one could say that this re- 
minder is not really necessary. But if a 
reminder is needed, certainly now is the time 
for it, rather than later. Will you help pass 
the word? If you have already sent your 
own 1951 dues to NopuNn headquarters, will 
you talk with your friends and coworkers 
about NopHn membership? Let's all help 
assure that NopHN is the strong organization 
we all need it to be this vear. 


of Dimes 


Dramatic and dreadful as most severe epi- 
demics are, the acute period is usually com- 
paratively short. The long-time care needed 
by a patient stricken with polio, especially for 
the long rehabilitative stages, makes many 
drains upon the family, the community, and 
professional personnel. Many patients need 
care and assistance of various kinds for sev- 
eral years. In 1949 a census of polio patients 
in respirators was taken and this census was 
repeated this year. It was found that 200 
more patients were in respirators in 1950 than 
in 1949, the total number being just over a 
thousand. 

Special respirator centers are being estab- 
lished in various parts of the country. Pa- 
tients from areas where there are few facilities 
are to be brought to the center so that no 
small community is made responsible for 
caring for just one or two patients in respira- 
tors. The large number of patients who must 
live for months or possibly years in respira- 
tors makes further research in this entire 
field extremely important. These respirator 
centers are to be teaching centers where nurses 
as well as other professional personnel will 
gain experience. Unfortunately, there exists 
a dearth cf prepared instructors, which may 
prove a handicap in furthering this program. 

One thing is clear: There still is a big job 
to be done before polio can be conquered. 
Fortunately, each one can have a share in 
doing this job. One simple way is to join 
the March of Dimes. 
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EDITORIALS 


Priorities in Public Health Nursing Education 


ROM THE TIME of its founding, the Na- 
| tional Organization for Public Health 


Nursing has been concerned with the educa- 
tion of public health nurses and for many 
years has supported an active committee on 
education whose influence far- 
reaching. Composed of members representa- 
tive of both education and service, this com- 
mittee has developed current educational 
standards and stimulated the wise use of 
facilities in order that public health nurses 
might have preparation adequate to meet the 
needs of their communities. Education has 
always been viewed as a means to better 
service, not as an end in itself. 

Although we hear much more these days 
about nurse shortages in public health nurs- 
ing as well as in hospital services, the de- 
mand in this country for well prepared public 
health nurses has constantly exceeded the 
supply; and in spite of our best efforts we 
find only about one third of our public health 
nurses with adequate preparation for public 
health nursing. This situation is the more 
critical because the present worldwide pro- 
gram for the opening up of health services 
in underdeveloped and undeveloped coun- 
tries demands well prepared public 
health nurses from our country, which adds 
to our own shortages. ; 

Moreover, the remedy for this situation 
does not seem to lie in the development of 
more of these graduate nurse first level pro- 
grams, since over the years all of the ac- 
credited university programs have seldom 
been filled to capacity, and qualified faculty 
members are difficult to secure in numbers 
sufficient to staff the already existing pro- 
grams. Furthermore, when such programs 
are carefully examined one finds that much 
time is spent in supplementing inadequate 
basic nursing preparation preliminary to the 
study of public health nursing and that this 
pattern of education is so time-consuming 
and hence so costly that further expansion 
is not warranted, 


some 


Attention has turned, therefore, to the uni- 
versity basic degree programs which have 
been developing in heartening numbers dur- 
ing the last few years. Although many of 
them need much strengthening their graduates 
in general are showing the value of good basic 
preparation in the biological and social sci- 
ences and in the various nursing specialties 
through their understanding of behavior, their 
grasp of teaching content, and their ability 
to give comprehensive nursing care. But to 
produce this type of basic preparation every 
faculty member must understand and con- 
sistently teach “total nursing care” and *com- 
munity nursing.” Each one must be able to 
point out to the students possibilities for 
nursing care before and after hospitalization 
and for the use of community resources to 
meet other health and social needs of the 
patient and his family. These understand- 
ings must be enlarged and deepened as the 
students progress through their years of uni- 
versity study. For the present, then, this 
need poses the problem of supplementing 
faculty education in many instances and it 
must be recognized when priorities are estab- 
lished. 


’ IS INTERESTING to note that because so 
much of the content is integrated through- 
out the curriculum the university basic pro- 
gram is able to prepare the student to func- 
tion after graduation as a staff public health 
nurse in a shorter total period of time than 
is required by the other method. Moreover, 
the inclusion of public health nursing in the 
basic degree program in turn broadens the 
student's concept of total nursing, and it is 
our hope that through this increasing group of 
nurses we may eventually see real “com- 
munity nursing” come into being. 

Hence, to members of the NopHN Educa- 
tion Committee who survey and try to 
reconcile the needs and the resources of our 
profession, the university basic degree pro- 
gram is welcomed as one which will eventu- 


> 
3 
q 
. 


4 PUBLIC HEALTH NURSING 


ally bring to public health nursing much bet- 
ter prepared staff nurses and many more of 
them. It seems our one best chance of 
closing that great and rapidly increasing gap 
between supply of and demand for qualified 
public health nurse personnel. 

The Education Committee has always es- 
tablished priorities, restating them at inter- 
vals as conditions change. A new statement 
on priorities in public health nursing edu- 
cation appears in this issue (page 34). 
This statement indicates the measures that 
must be taken if the available facilities are 
to be utilized to produce the best results in 
the shortest time. 

To each of us, in our own way, will come 
ample opportunity to support the National 
Organization for Public Health Nursing in 


Committee 


LANNING AND ACTIVITY in relation to the 
reorganization have gone on 
continuously since the Biennial Convention. 
The appointment of new structure committees 
and the establishment of the Joint Coordinat- 
ing Committee on Structure give added im- 
petus to all the work that still must be carried 
out before the goal of reorganization is fully 
achieved. 

The chairman of the NopHn Committee on 
Structure is Ruth B. Freeman, recently of the 
American National Red Cross and now asso- 
ciate professor and head of the Division of 
Public Health Nursing, School of Hygiene and 
Public Health, Johns Hopkins University. 
The other members of the committee are Alma 
C. Haupt, director of the Nursing Bureau, 
Metropolitan Life Insurance Company: Ruth 
W. Hubbard, executive director, Visiting 
Nurse Society, Philadelphia; Evelyn Kidneigh, 
director, Division of Public Health Nursing, 
Utah State Department of Health; Mrs. 


Gretchen Osgood, staff nurse, Nashoba Asso- 
ciated Boards of Health, Ayer, Massachusetts; 


its efforts to develop these priorities into a 
practical working pattern. If we disagree 
with them, after trying them, we must let the 
committee know, for standards and facilities 
and priorities are not fixed, but change as 
knowledge and resources develop. in- 
dividuals, we tend to forget that, just as we 
each need the Nopun in order to accomplish 
each day's work, so NopHN (which is really 
all of us working together) needs active par- 
ticipation from each of us in order to ac- 
complish its day’s work. The Education 
Committee asks that we read this statement 
of principles thoughtfully and then consider 
how best each of us can help to put them into 
practice in her own community. 
KATHARINE FAVILLE, R.N., Chairman 
NOPHN Education Committee, 1946-1950 


on Structure 


Mrs. Philip A. Salmon, chairman, NopHn 
Board and Committee Members Section; 
Marion W. Sheahan, director of programs, 
National Committee for the Improvement of 
Nursing Services; Mrs. Mabel K. Staupers, 
president of NacGn; and Dorothy Wilson, 
director, Visiting Nurse Association, New 
Haven, Connecticut. 

Members of the Committee on Structure 
and the Coordinating Committee represent 
geographic sections and a variety of special 
interests, including the field nurse. 

The NopHn committee held its first meet- 
ing on December 15. Highlights will be re- 
ported in the next issue. The Joint Coordin- 
ating Committee on Structure, of which Pearl 
Melver is chairman, has met several times 
during the fall and winter. At the November 
meeting it was decided to release frequent 
reports to the national nursing magazines. 
Plans for securing reprints of articles on 
structure from The American Journal of 
Nursing and Pustic HEALTH Nurstno will 
be announced soon. 
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Common Ground for 


Common Objectives in 


Public Health 


LEONARD W. MAYO 


Teamwork is essential 


Bi B TO THE TOP of the tallest build- 
ing in your town or the highest hill in your 
county, or look down through your mind’s 
eye on the total area in which you work. 
Stretching away, below and beyond you, 
there is a portion of the earth inhabited by 
people. Here in a literal sense is your local 
“common ground” for common objectives! 

Since the dawn of time it has been the 
driving aim of man to increase the livability 
of this planet we call our world. He has 
sought to conquer, control, and direct the 
forces of nature to this end and the fact that 
He has been able to: do so to the degree he 
has, is little short of miraculous. Perhaps 
we have gone about as far as we safely can 
in that single direction, for unless man learns 
soon to conquer and control himself, the 
forces of nature he is now harnessing may 
turn upon him one day and snuff out his life. 
Indeed, many thoughtful people have warned 
us that the discoveries of physical science 
could destroy us unless the social sciences 
catch up with this cosmic stuff we call atomic 
energy. 

The tense and continuing struggle between 
the forces that build and conserve and those 
that destroy and lav waste is, of course, in- 
herent in the universe and hence in man 
himself. We know of no way as yet to pre- 
vent the ultimate disintegration of the physi- 
cal body. But we have evidence that an 


Mr. Mavo is director of the Association for the 
Aid of Crippled Children and chairman of the Com- 
mission on Chronic Illness. 


indomitable and unquenchable human spirit 
indestructible. Anything we do, there- 
fore, as intelligent human beings, as citizens, 
or as members of a profession to aid man in 
his struggle to understand and control him- 
self and nurture his spirit is a contribution 
of profound importance. ‘To add something 
to the total well-being of man is no simple 
task in these days. Indeed it never was, but 
we are beginning now to understand just how 
superficial some of our past efforts have been. 

The ultimate and broad aim of public 
health is to help in substantially increasing, 
enlarging, and improving the total well-being 
of man, to the end that he may eventually 
not only survive in the physical sense but 
prevail in the spiritual. To fulfill such a 
mission, even to a degree, all who labor under 
the public health banner must see clearly the 
common ground on which they work. If 
they do their common objectives, both speci- 
fic and broad, will be evident. 

In one sense what I am discussing is “geo- 
technics,’ the word that Patrick Geddes used 
over thirty years ago and of which Benton 
Mackaye writes in his article, “Growth of a 
New Science,’ in the October issue of The 
Survey. “Geotechnics is the applied science 
of making the earth more habitable,” accord- 
ing to Mackaye’s interpretation. In the broad 
sense geotechnics is a better term than ‘“‘com- 
munity organization” as used in public health 
and social work; particularly if one is willing 
to accept the prior concept that the important 
thing about the earth is its people. 

The common ground then in public health 
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is philosophic and scientific, practical and 
real. It is the sense of our common purpose 
and destiny, the knowledge we possess about 
people, and it is that portion of the earth, 
that is, the community, where we and our 
colleagues labor. 

This, you may say, is taking a very long 
way around to reach the obvious. As a mat- 
ter of fact, these things are not obvious to a 
good many professional people. If they were 
I am confident many of them would behave 
differently. Individuals and groups in any 
field of endeavor do not work together toward 
common goals automatically or simply be- 
cause they are told it is the thing to do. The 
laws of learning apply in community organi- 
zation for public health as well as in other 
places and situations. People must become 
so thoroughly a part of this thing we call 
cooperative endeavor or teamwork that they 
will carry it on with the same commitment 
and zest as any other essential part of their 
jobs. 

The team approach will not become ac- 
cepted practice until the layman and_pro- 
fessional worker alike fully understand and 
appreciate the underlying reason and _ neces- 
sity for it. The reason, of course, is inherent 
in the common ground on which we operate, 
as pointed out earlier, and in the common 
objectives we recognize. Even more speciti- 
cally, perhaps, the reason lies in the nature 
of our common task. In public health we are 
dealing with wholes—the whole community, 
the whole person, the whole disease or con- 
dition, the whole problem. This being so we 
can hardly treat or make effective impact on 
a whole through an approach that is partial. 

Again we must seek the philosophical basis 
of the common ground on which we work, 
for thus far in our history scientific knowledge 
alone has not sufficed. To be sure, the facts 
about the whole derive from science, but 
guidance as to what we should do for the 
common good with the facts thus gained lies 
largely in the realm of philosophy. in the 
spirit of both the scientist and the philosopher, 
then, let us look at some of the common ob- 
jectives faced by public health nurses, physi- 
cians, social workers, teachers, research staff, 
sanitation engineers, administrators, board 


members, and other members of the public 
health team. 


INTEGRATION 

The first is the development of a unified 
and positive health program for the com- 
munity. We need a unified and integrated 
program to offset the present unfortunate 
tendency, if not trend, toward single, isolated, 
and unrelated programs. Someday we shall 
realize that the heart, the lungs, the limb 
stricken with polio, the member affected by 
cancer, and the emotions are all parts of a 
whole. 

1 am not sure what this realization, when 
it comes, will mean to the present structure 
and constellation of health and welfare agen- 
cies. I am inclined to think that is relatively 
unimportant. But it is important that the 
patient, that is, the community, shall benefit 
by an approach that is based on a concept 
of wholeness and unity; a concept which must 
be held and a unity that must be consum- 
mated first in the minds of individual staff 
members before they can be expressed in 
practice. 

A positive health program, moreover, is 
more than the absence of disease. It is the 
presence of well-being. It is frequently dif- 
ficult for those nurses and physicians who 
must live with illness to catch the spirit of 
health as a positive and dynamic force. The 
story is told of a young woman who was asked 
whether the department store in which she 
worked gave good service. She replied that 
it did not and then added casually that she 
worked in the complaint bureau. Her entire 
view obviously was dominated by what she 
saw and heard daily in a portion of the store 
that was hardly typical of the entire enter- 
prise. To offset such a danger, to insure the 
community against blind spots, partial knowl- 
edge, and an insufficient number and variety 
of skills, we need the whole team in public 
health functioning positively and in unison. 


UTILIZING NEW DISCOVERIES 

A second common objective is that of mak- 
ing the most of recent developments in medi- 
cal science. This era has quite properly been 
called “The Golden Age in Medicine.” The 
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last forty-five years of intensive research have 
produced knowledge which has virtually con- 
quered yellow fever, typhoid fever, tubercu- 
losis, and the communicable diseases of child- 
hood. Modern times have produced funda- 
mental and revolutionary advances, some of 
which were recorded in the Vew York Herald 
Tribune of January 1, 1950, by Lester Grant, 
special writer on medical affairs, who listed 
the following: 


Discovery of the antibiotics 
making 
possible the fractionation of blood plasma and the 


shock 


Development of biochemical research 


provision of serum albumin for 


The identification of vitamins 
The 


development of ACTH and cortisone. 


extended use of hormones leading to the 
The use of liver extract in combating pernicious 
anemia. 
Refinement of surgical and research technics 
Development of extensive anti-malarial agents 


The use of radium. 


There might well be added to these the 
new concept of total rehabilitation of the 
handicapped as a striking example of basic 
team operation at its best. 

If these and other developments are to be 
used to the full for the benefit of the indi- 
vidual, extensive health education of high 
quality must be carried on through the chan- 
nels of public health agencies. In view of 
this it is unfortunate that for years many 
municipalities and counties have either omit- 
ted provisions for health education from the 
budget of their health departments entirely 
or allocated such relatively small amounts as 
to render that portion of the program im- 
potent. 

We have at our fingertips discoveries both 
actual and potential almost as miraculous as 
the legendary fountain of youth, but unless 
we inform and educate people where to find 
them and how to use them we are missing a 
golden opportunity to reduce suffering and 
death and at the same time save the taxpayer 
substantial sums. The health agency, more- 
over, must have a high grade of personnel if 
it is to utilize these new medical discoveries. 
Scores of voluntary and governmental health 


agencies accomplish a great deal in spite of 
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low budgets and consequent understafting. In 
town after town, however, the health depart- 
ments are weak, and all too many counties in 
the nation have only one pzrttime health 
officer. In a shocking numbef of counties, 
furthermore, not a single health officer is to 
be found. Such a state of affairs should chal- 
lenge every layman and professional worker 
in such areas. There can be no teamwork 
without the key “players” and no substantial 
gains toward essential objectives without at 
least a minimum of qualified personnel, in- 
cluding public health nurses who are needed 
to convey and interpret our new knowledge 


to the family unit. 


JOINT PLANNING 

A third common objective, implied but not 
necessarily covered in the two foregoing, is 
that of joint planning by the several agencies 
represented on the public health team. In 
rural areas and small towns this may seem 
on the surface to be an almost academic mat- 
ter because of the comparative paucity of fa- 
cilities and personnel. As a matter of fact, 
however, the principle obtains no matter how 
many or how few individuals and agencies are 
involved. In the September 1950 issue of 
the American Journal of Public Health, Dr. 
Marcus Kogel, commissioner of hospitals in 
New York City, urges that the hospital ad- 
ministrator and the public health officer no 
longer ignore the fact that their respective 
areas of jurisdiction are drawing closer with 
every new development in medicine and pub- 
lic health. This is a specific case in point. 

Until and unless there is better and more 
extensive joint planning among members of 
the public health team on a local, district, 
and regional basis, we shall be stymied in the 
conquest of those diseases and conditions 
which still threaten our communities. We 
shall fail, furthermore, to make full use of 
such sound methods as multiphasic screening 
and other forms of casefinding, and lag in the 
full development of such basic procedures as 
registration and reporting. 

When we see clearly the common ground 
on which we work for the common good in 
public health and view from that vantage 
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Nursing Opportunities in 


Medical Care Insurance 


MARGARET C. KLEM 


Publicity and demonstration are needed to promote under- 
standing of the value of nursing benefits in medical care plans 


ICATES OF MEDICAL care in- 


surance have two major purposes in mind: 
first, to budget the otherwise unpredictable 
cost of illness by applying the insurance prin- 
ciple and, second, to make medical services 
more readily available and thereby improve 
the nation’s health. If these objectives are 
to be met nursing services must be included 
among benefits provided, for nursing, like 
other medical services, is often expensive 
when paid for on a fee-for-service basis. Pri- 
vate expenditures in the United States for 
professional and practical nurses and for mid- 
Wives amount to approximately $200.000,000 
a year—almost 3 percent of the total family 
expenditures for medical care. Various sur- 
veys show that this sum represents a con- 
siderable payment by the relatively small 
proportion of families who purchase nursing 
service annually. 

The idea of spreading the cost of medical 
care and health services over a period of 
time and among a large group of people ap- 
The 
system of fixed monthly payments for which 
care will be received when needed seems the 
logical way to guard against large. unexpected 


peals to an insurance-conscious nation. 


Miss Klem is a member of the Division of In- 


dustrial Hygiene, Public Health Service, Federal 
Security Agency, Washington, D. C. The opinions 
expressed are those of the writer and do not neces- 


wily represent the views of the Federal Security 


leency 


medical bills as well as to promote good 
health. 

A substantial proportion of our population 
now has some degree of protection against 
hospital and medical bills. Most of this pro- 
tection is provided by three types of pro- 
grams: Blue Cross hospital plans, Blue Shield 
medical plans sponsored by state and local 
medical societies, and insurance company hos- 
pital and surgical group contracts. In these 
three programs effort has been concentrated 
on providing care for catastrophic illness, 
with the result that hospitalization, surgery, 
and maternity care in varying amounts are 
the principal benefits provided. With the 
exception of general duty nursing in the hos- 
pital, which is included in the total per diem 
cost, almost no nursing care is available 
through such programs. 

More comprehensive medical care, that is, 
physician's care in the office, home, and hos- 
pital, is provided by many of the smaller and 
older health insurance plans, such as those 
established for the workers of a particular in- 
dustry and plans operated by consumer groups 
or by groups of physicians in private practice. 
A number of these plans provide special duty 
nursing when required in the hospital and 
home or hourly visiting nurse service, and a 
few include both services. 

The nursing profession has had a_ long- 
standing interest in health insurance. As far 
back as 1916 a Committee on Health Insur- 
ance composed of representatives from the 
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then three national nursing organizations was 
studying the subject. In 1936 the American 
Nurses’ Association and the National Or- 
ganization for Public Health Nursing formed 
a joint committee to study health insurance 
and its implications for nurses. Interest has 
continued since that time, and the platform 
for the American Nurses’ Association for 
1950-52, as adopted by the House of Dele- 
gates, included a recommendation that nurs- 
ing in prepaid health and medical care plans 
be promoted. At the Biennial Convention the 
NopHN members passed a resolution that the 
NoPHN join with the ANA in requesting the 
cooperation of the Ama and other professional 
and health organizations in bringing about 
the inclusion of nursing service in medical 
care plans. This is in line with the belief that 
coordination of medical and allied services is 
the most effective method of providing health 
services and, consequently, that it is not ad- 
visable to set up a separate prepayment plan 
for nursing. A recent publication of the 
Committee of the ANA-NopHn on Nursing in 
Medical Care Plans stated: 

nursing care essential 
a comprehensive medical care program, 


is considered an com- 


ponent ot 


and its provision a_ responsibility of the nursing 


profession, nurses have become increasingly more 


interested in how to include their services in more 


needed for 
all conditions, but, when it is needed, provision for 


of these plans. Nursing service is not 


it is important.! 


Opportunities for Nurses 
in Present Programs 


The fact that current health insurance 
benefits are principally for hospitalized illness 
suggests that hospital plans are the most 
likely programs through which prepaid nurs- 
ing could now be provided. Because Blue 
Cross plans are designed to fit local needs and 
resources, are locally administered, and can 
have direct day-by-day working relationships 
with the hospitals and nursing organizations, 
they are the logical programs for experimen- 
tation. Hospital plans have already extended 
their benefits to provide new drugs and treat- 
ments on a prepayment basis. The inclusion 
of special nursing, in the hospital and home, 
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and of visiting nurse service would be another 
step in the same direction and could prove 
valuable to both patient and plan. 


Special duty nursing 

Slany prepayment programs fear the de- 
mand for special nurse service which might 
result from including it among their benefits. 
Programs now providing the service make it 
available only when the patient’s condition, 
as determined by the attending physician, in- 
dicates a need for it. Apparently this method 
has proved successful in the older types of 
programs since a survey of 229 prepayment 
medical care plans made in 1945 showed that 
33 percent of the 5,000,000 persons eligible 
for medical care through these plans were 
eligible for special nurse service” Prepay- 
ment programs sponsored by medical societies 
in the states of Washington and Oregon—the 
oldest medical society programs in operation 
in the United States—made this type of care 
available to 80 percent of their members. 
Doctors operating private group clinics on a 
prepayment basis guaranteed similar care to 
40 percent of their membership. A_ large 
proportion of the membership in industrial 
plans sponsored by employee groups or jointly 
by employers and employees were also eligible 
for special duty nursing. 

The cost of special duty nursing in the hos- 
pital, if restricted to critically ill patients, 
would represent only a small percentage of the 
total hospital bill for beneficiaries. 
though additional experimentation is needed 
to provide a basis for determining the cost 
of such service, the experience of the prepay- 
ment programs now providing it and of such 
programs as the wartime emergency maternity 
and infant care program operated by the 
Children’s Bureau are already available. Rec- 
ords of the EMIC program, for example, 
show there was no extensive use of special 
duty nursing for maternity and infant cases. 
Requests for service were made in fewer cases 
than had been anticipated, and in every in- 
stance special duty nursing was urgently 
needed. The cost of special duty nursing 
accounted for less than one percent of the 
total bill for hospital care and special duty 
nursing combined, 
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Visiting nurse service 

Providing home nursing care for both long- 
term and shortterm illnesses as an adjunct to 
prepayment hospital benefits would be ad- 
vantageous from ‘many angles. If proper 
services were available in the home 
and the home situation satisfactory, the at- 
tending physician might prefer not to hos- 
pitalize certain patients and to shorten the 
hospital stay of others. Both patient and 
prepayment program would benefit by this 
procedure. The hospitals also would have a 
particular interest in it, since reducing hospi- 


nursing 


tal stays for old cases would provide an op- 
portunity for the admission of new patients 
and a fuller use of the hospital’s auxiliary 
services. An additional incentive to hospital 
cooperation would be the hope that a de- 
crease in the average length of stay would re- 
duce the need for expansion and additional 
capital investment. 

If such a program is developed the use of 
existing visiting nurse associations or the 
nursing service of the local health department 
seems the most logical method of providing 
the service. The visiting nurse agencies have 
had extensive experience in providing home 
care to individuals and groups, and their long 
years of administrative experience should be 
valuable in promoting medical care programs 
and in increasing their effectiveness. The use 
of visiting nurse service in connection with 
Blue Cross plans might be expected to result 
in more extensive use of nursing services in 
illnesses not paid for on a prepayment basis. 


Opportunities for Nurses 
in Possible Future Programs 

The advance in the medical sciences in re- 
cent decades has resulted in the development 
of many specialties and has tended to empha- 
size the treatment of an illness or a condition 
rather than consideration of the whole patient. 
The hospital and the physician’s office rather 
than the home have become the places of 
treatment, and this development further ob- 
scures the individuality of the patient. This 
undesirable trend has been the subject of 
much discussion during the last few years. 
Concrete attempts are now being made to put 
the patient “back together again” by treating 
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him as an individual and recognizing the im- 
portance of his home and other social and 
economic factors in his environment. Nurs- 
ing will have an important part in any pre- 
payment program that accepts this new con- 
cept of the patient as a total person and 
makes provision for coordinating preventive. 
diagnostic, curative, and rehabilitation serv- 
ices. This wide range of activities will re- 
sult in increased opportunities for both the 
professional and practical nurse, will make 
for the most effective use of nursing skills, 
and lead to an expansion of nursing special- 
ties. 

Many groups of potential patients would 
profit greatly by the provision of nursing ser- 
vices under prepayment arrangements. The 
chronically ill and the aged, the recipients of 
public assistance, and workers in industry 
have been selected for discussion. 


Care for the chronically ill and the aged 

Administrators of prepayment programs are 
well aware of the increasing medical needs of 
the chronically ill and the aged. The per- 
centage of the population over sixty-five years 
of age has almost doubled within the last 
fifty years, and within the next ten years 
this group is expected to represent almost 
one tenth of the country’s population. Chronic 
conditions which now afflict one sixth of the 
population are not limited to the aged, how- 
ever, since one half of the chronically ill are 
under forty-five vears of age. A comprehen- 
sive medical care program, with benefits avail- 
able in the office, home, and hospital, is essen- 
tial to the proper care of these groups, and 
nursing--particularly home nursing—is of 
great importance among the services which 
should be made available. 

The advantages of caring for the aged and 
chronically ill by an extension of hospital care 
into the home through home visits by the 
physician, the extensive use of home nursing, 
social service, physiotherapy, and vocational 
rehabilitation, have been amply demon- 
strated in New York City at Montefiore Hos- 
pital and at the municipal hospitals. With 
an experience of almost three years in the 
field of comprehensive home care under hos- 
pital auspices, Montetiore Hospital found the 
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cost of such care on a comparative basis, 
much less than the cost of ward care.” 

In the opinion of Dr. Leonard Scheele, sur- 
geon general, U. S. Public Health Service, the 
home care project developed at Montefiore 
Hospital is destined to be emulated in many 
parts of the country. According to him, the 
outstanding characteristics of the program 
are the planning and teamwork which as- 
sure the patient continuous supervision and 
expert care, without the often fatal break be- 
tween hospital service and discharge to the 
home or to a nursing or boarding institution.’ 

If medical care insurance plans work out 
arrangements to participate in such programs, 
the visiting nurse associations, the nursing 
divisions of health departments, and other 
organized nursing groups might play an im- 
portant part in them as they have in the 
demonstration programs. The American 
Medical Association recently directed its 
Council on Medical Service to study the 
feasibility of including nursing services in 
voluntary health insurance plans. Repre- 
sentatives of the council met with representa- 
tives of the ANA-Nopun Committee on Nurs- 
ing in Medical Care Plans and _ representa- 
tives of Blue Shield and commercial insurance 
companies in New York in November 1950 
to discuss problems involved in providing 
nursing service in prepayment plans. 


Care for public assistance recipients 

The 1950 amendments to the Social Se- 
curity Act (Public Law 734) may have im- 
portant implications for the future develop- 
ment of prepayment medical care organiza- 
tions of all types. Prior to its enactment, 
the Federal Government did not participate 
in meeting the cost of medical care provided 
public assistance recipients when the pay- 
ments for such care were made directly to 
physicians, nurses, dentists, hospitals, pre- 
payment plans, and other vendors of medical 
service. One of the basic public assistance 
provisions of the Social Security Act is that 
grants be made in cash to the recipient if 
federal matching is desired. The amendments, 
although not providing additional funds for 
medical services, recognize that medical needs 
are unpredictable and that it may be more 
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feasible to meet the costs through direct pur- 
chase of medical care in behalf of assistance 


recipients than through the money grant. 


It has been estimated that prior to the 
amendments about $125,000,000 was be- 
ing spent each year for medical care pro- 
vided to public assistance recipients. About 
two thirds of this sum consisted of payments 
made directly to persons or organizations pro- 
viding care and consequently was not eligible 
for federal matching. The establishment of 
a fund made up of monthly contributions for 
each person on the assistance rolls, regardless 
of his need for medical care that month, has 
been recommended by the American Public 
Welfare Association. the Social Security Ad- 
ministration, and others directly concerned 
with the provision of medical services to re- 
lief recipients, as the desirable method of 
meeting medical costs. The Committee on 
Medical Care of the American Public Welfare 
Association is doing everything in its power 
to persuade the states to take advantage of 
the authority granted them under the amend- 
ments to experiment in providing medical 
services to relief recipients under various ar- 
rangements. 

Since federal money is now available for 
matching, public agencies will be increasingly 
involved in developing working relations with 
the medical profession, hospitals, public health 
officials, and other groups to improve the 
quality and quantity of medical care for the 
5,000,000 persons receiving assistance under 
the Social Security Act. New plans are now 
being developed in some states to take ad- 
vantage of the authority granted under the 
amendments which became effective on Oc- 
tober 1, 1950. An article dealing with the 
amendments and their importance to nurses 
will appear in an early issue of this magazine. 
State disability insurance programs 
and nursing services in industry 

Much of the recent growth in prepayment 
plans has been due to coverage of industrial 
workers as a result of the widespread in- 
clusion of health and welfare clauses in col- 
lective bargaining agreements. The demands 
of unions also have been largely instrumental 
in obtaining an expansion of benefits in pre- 
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payment hospitalization plans, such as the 
raising of income limits for full participation 
in benefits, the extension in number of days 
of coverage, and’the inclusion of many ser- 
vices hitherto excluded. As the value of 
nursing service in prepayment plans becomes 
more widely appreciated, it may be assumed 
that it also will be made a part of the service 
requested under collective bargaining agree- 
ments 

The passage of state disability insurance 
laws and the need for in-plant medical service 
makes the expansion of industrial nursing 
service one of the most immediate and im- 
portant areas for guaranteeing an additional 
source of income to the nursing organizations. 
Under state disability insurance programs the 
worker, when absent because of illness, re- 
ceives the same cash benefit that is provided 
under state unemployment insurance laws 
when he is unemployed because of the lack 
of a job. These laws are now in operation in 
four states. It seems likely that this type 
of insurance will be extended in the near 
future since in twenty states during the last 
legislative session similar bills were pending 
or committees were working on the problem.* 
Because the tendency in state legislation is 
for the employer to pay part of the cost of 
the program, he has a financial interest in 
keeping his workers well and on the job. As 
a result he will have an increased interest in 
providing an in-plant medical program and 
in stimulating the development of a prepay- 
ment medical program which provides care 
for accidents and injuries not associated with 
industry, with emphasis on preventive ser- 
vices, family health counseling, and education. 

It may be assumed that the larger industries, 
stimulated by the disability insurance pro- 
grams, eventually will provide in-plant medi- 
cal services by fulltime staffs. The smaller 
establishments without a sufficient number of 
employees to justify the fulltime services of 
a physician and nurse present the organized 
nursing groups with an unusual opportunity 
for service. Most nonagricultural workers 
in this country are employed in small estab- 
lishments, about 40 percent being in plants 
with less than fifty employees and 71 percent 
in plants with less than 500. Attempts have 


been made in various areas to provide a ser- 
vice to groups of small plants but it is diffi- 
cult to maintain a satisfactory program with- 
out continuous promotional attertion. The 
provision of parttime nursing service under 
the direction of a parttime physician and 
with the continuing supervision of an organ- 
ized nursing agency seems one of the best 
solutions. This is a different type of prepay- 
ment plan but its potentialities, as well as 
its difficulties, are indicated by the fact that 
over 95 percent of the industries in this coun- 
try paying wages taxable under OASIT employ 
fewer than fifty persons.® 

Nursing service constitutes the care avail- 
able in most small plants which now have 
any type of program, and in several instances 
visiting nurse societies are providing the care. 
In 1945, 25 agencies which were serving in- 
dustries on a parttime basis submitted com- 
prehensive data in response to a NOPHN 
questionnaire.“ These agencies served 75 
plants employing approximately 24,000 work- 
ers. Sixty of the plants employed under 500 
workers; 9 employed between 20 and 75 
workers. A total of 1,020 hours of nursing 
service per week was provided. 

Six nurses on the staff of the Detroit Visit- 
ing Nurse Association are now giving service 
to 8 small plants, 1 on a fulltime and 5 on 
a parttime basis. 

The Philadelphia Visiting Nurse Society 
has 6 nurses assigned on a parttime basis to 
6 small plants whose working force ranges 
from 150 to 400 employees. The Visiting 
Nurse Service of New York provides service 
to 6 small plants employing 200 to 300 work- 
ers. Of the 5 nurses assigned to this service, 
3 give fulltime and 2 parttime service in 
these plants. 

Table | shows the nurses’ and physicians’ 
hours of service in these plants in relation to 
the size of the plants. 

The opportunity of the nurse in the small 
plant to promote the health of the worker is 
shown by the detailed information about 
services provided in 1949 in Detroit and New 
York. In the plants served by the Detroit 
VNA, 12,138 visits to the dispensary were 
made at which 14,152 services were given. 
Of these services, 7,304 were classified as 
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TABLE I. Number of hours of physician and nurse 


time provided small 


plants, in three cities 


New York City 


Number ot Hours 
per Week Number of 
(serving two shifts Employees 
of workers) 


Number of 
Employees 


Nurse Physician 
200 12 4 150 
200 15 6 150-175 
200 15 5 300 
250 25 5 350 
300 27 5 350 
300 27 400 


occupational, 5,502 as nonoccupational, and 
1,346 for counseling only. In the six small 
plants given service by the VNSNY, 18,131 
visits were made to the dispensary. Of these, 
7.790 were for nonindustrial accidents and 
illnesses and 5,365 were of industrial origin. 
The worker's desire for health guidance is 


‘indicated by the 2,851 visits to the nurse or 


doctor that were designated as “health promo- 
tion visits.” During the year, 1,191 pre- 
employment and annual physical examinations 
were given and, prior to the examination, 
934 visits were made to allow the nurse time 
to take a medical history. The value of these 
services would be greatly enhanced if the 
workers belonged to a prepayment program 
with which the work of the in-plant nurse 
could be coordinated. 


Experimentation 

While the contribution which the nurses 
can make to prepayment programs is exten- 
sive, there are many unsolved problems in- 
herent in the organization and administration 
of nursing services on a prepayment basis. 
As the nursing associations themselves have 
indicated in a recent publication of the joint 
ANA-NOPHN Committee on Nursing in Medi- 
cal Care Plans, the solution of these problems 
will come only from experimentation and 
shared experience.'. The available informa- 
tion on providing nursing services under pre- 
payment arrangements is limited as only a 


Philadelphia Detroit 


Number of Hours 
per Week Number of 
(serving one shift Employees 
of workers) 


Number of Hours 
per Week 
(serving one shift 
of workers) 


Nurse Physician Nurse Physician 

4 1 35 2 on call 
12% 120 40 

5 2 135 10 

9 4 150 6 4 
10 2 175 
6 5 200 4 com 
258 7% 

450 10 a 


few of the plans now include it among their 
benetits; in some instances, however, it covers 
a considerable number of years. 


Nursing benefits under HIP 

One large program, the Health Insurance 
Plan of Greater New York, which includes 
nursing care among its extensive medical 
benefits, although more recently established, 
has been in operation long enough to provide 
valuable information on services provided, 
costs, and the effect of different financial ar- 
rangements on the volume of nursing care 
requested. 

HIP, the central agency, collects premiums 
and distributes the money to each medical 
group affiliated with it, in accordance with 
the number of persons who have selected that 
group. HIP retains enough funds to cover 
administrative and operational costs which 
during a certain period included the partial 
cost of nursing service. During other periods 
the medical groups paid a part of or the total 
cost of nursing care from their own funds. 
During the first stage, March 1, 1947, through 
June 30, 1948, HIP paid 80 percent of the 
total cost and the medical groups paid 20 
percent. The nursing organizations during 
this period were paid on an actual cost per 
visit basis. During the second stage, July 
1, 1948, through June 30, 1949, the medical 
groups assumed the full payment and _ the 
nursing organizations continued to be paid 
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on an actual cost per visit basis. During 
the third stage, July 1, 1949, through June 
30, 1950, the medical groups established a 
Special Service Fund from; which the nursing 
organizations were paid. During this third 
stage, however, the nursing organizations were 
paid on a different basis, namely, a capitation 
basis, and therefore the amount of the service 
provided by the organization had no effect on 
the total income received by them. This type 
of financial arrangement is still in existence. 

The utilization of service and the annual 
cost during the various time periods are given 
in Table I. 

In order to insure adequate funds to pro- 
vide for an unusual amount of service, the 
estimate used in the original planning was 
deliberately increased about 50 percent and 
was set at 300 nursing visits per year for each 
1,000 insured persons. During the first year 
of operation, nursing visits were only about 
one tenth the original high estimate. When 
compared with physician’s visits, the ratio 
was | nurse visit to 127 physician’s visits of 
all types, and | nurse visit to 16.6 physician’s 
home visits. 

The visiting nurse agencies providing serv- 
ices to HIP members are permitted to accept 
a request for an initial home visit directly 
from the patient, but services cannot be 
continued without medical supervision. 

\lthough the use of the capitation method 
of payment (a specified amount per person 
eligible for service) seems to result in more 
cases receiving nursing visits, other factors 
also were involved. These include a growing 
awareness of the value of nursing service on 
the part of the physicians, not only in con- 
nection with illness but also as a means for 
health education and guidance for the entire 
family. It is anticipated that the requests for 
nursing service will continue to increase since 
the plan has always emphasized its preven- 
tive program, an area in which the services 
of the visiting nurse are particularly valuable. 
Neither HIP, the medical groups, nor the 
nursing organizations believe that the final 
and most satisfactory arrangement for pro- 
viding nursing service has been developed. 
Their willingness to experiment has been de- 
scribed by Marian Randall, executive direc- 


tor, Visiting Nurse Service of New York, as 
one of the most important features of HIP’s 
nursing program.* 

Experience at HIP as well as at Montetiore 
and Bellevue hospitals has indicated that it 
is advantageous to have a highly qualified 
public health nurse work directly with the 
medical groups in planning for and coordinat- 
ing visiting nurse service. The duties of the 
aurse coordinator in the home transfer pro- 
gram at Bellevue Hospital were recently out- 
lined in a description of that program in this 


magazine.” 


Blue Cross experiment in Philadelphia 

Another interesting experiment is under 
consideration in Philadelphia where at the 
present time the Nursing Council, the Hos- 
pital Council, the Visiting Nurse Society, and 
the local Blue Cross are working on plans for 
a demonstration project under which 
visiting nurse service will be provided 
to certain Blue Cross members after hos- 
pitalization. Not all discharged hospital 
cases will be eligible for home visits; necessity 
for care will be determined by the responsible 
medical authority. Eligibility for care will 
also depend upon the type of illness or condi- 
tion; it is proposed that care be restricted to a 
specified list of diagnoses developed by the 
local medical group and the visiting nurse 
organization. The results of the demonstra- 
tion will be of great value to all other Blue 
Cross plans, the hospitals, and the visiting 
nurse organizations which have long been 
interested in exploring this avenue of service. 
An additional incentive is the fact that the 
visiting nurse organizations are faced with the 
necessity of finding funds to replace the sup- 
port now given by the Metropolitan Life In- 
surance Company. The discontinuance of 
that service by January 1, 1953, is discussed 
in another article in this issue of PusBLic 
HEALTH NURSING. 

Additional information which will be of 
help in planning for the inclusion of nursing 
service in prepayment plans may be found 
in the nursing programs designed to provide 
care for special population groups, regardless 
of whether or not such plans are financed on 
a prepayment basis. 


The experience gained 
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TABLE Il. 


CARE 


INSURANCE 


UTILIZATION CF NURSING SERVICE, HIP 


Utilization of Nursing Service 


Number of 
Cases Visited 


Financial Arrangements 


First stage: 
March 1-December 31, 1947 
January 1, 1948-June 30, 1948 
Second stage: 
July 1, 1948-December 31, 1948 
January 1, 1949-June 30, 1949 
Third stage: 
July 1, 1949-December 31, 1949 
January 1, 1950-June 30, 1950 


* Based on average cost of $2.45 a visit. 


by the Department of Agriculture in its ex- 
tensive use of nurses in the Farm Security 
Administration and War Food Administration 
health programs is an important source of 
data. ‘To make more judicious use of phy- 
sicians’ services in caring for seasonal work- 
ers and to provide a continuous program of 
preventive services, clinics and health cen- 
ters in charge of registered nurses were set 
up in 250 or more areas. The nurse, as the 
fulltime employee, was the keystone of the 
preventive as well as the therapeutic medical 
program in these clinics." 

The EMIC programs demonstrated, among 
many other things, the value of nursing par- 
ticipation in the initial planning and_ policy 
making activities in any program including 
nursing. The EMIC program also indicated 
the need for making housekeeping and prac- 
tical nurse care available as part of a com- 
prehensive medical program to insure that 
the services of the professional nurse will be 
used to best advantage.!! 


Summary 


Although the present supply of nurses is 
limited and will become more so as the needs 
of the armed forces are met, the inclusion of 
both special duty and visiting nurse services 
in benefits provided by prepayment plans is 


both possible and desirable. In addition to 
providing a satisfactory method of budgeting 
the cost of nursing service, the prepayment 
programs offer one of the best possibilities for 
using the practical nurse under supervision 
and for assuring that the work of the graduate 


per 1,000 Members Cost per 
1,000 


Members* 


Number of 
Nursing Visits 


nurse is restricted to the use of her special 
skills and that her services are received by 
the persons most in need of them. 

The inclusion of nursing services in prepay- 
ment programs will depend on the willingness 
of the hospital, the physician, and the nurse 
to participate in demonstration programs 
which will provide a body of information on 
the values and costs of such service. The 
leaders of the nursing profession and of local 
nursing groups can influence the rapidity with 
which nursing benefits become available by 
their interest and initiative in informing de- 
partments of welfare, industry, officials of 
prepayment plans, and the general public 
about the benefits to be derived from nursing 
services in prepayment plans. Local and 
state nursing groups might seek information 
on medical care insurance plans now estab- 
lished and those in development stages in 
their own localities, and offer their services 
in planning for the inclusion or broadening of 
nursing benefits in such plans. 

The full development of nursing service 
depends upon recognition by the physicians 
and the public of the contribution of such 
programs to family and community health. 
Only when this awareness is developed can we 
anticipate any substantial growth of nursing 
service in prepayment plans. 
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Common Ground for Common 
Objectives in Public Health 


Continued from page 7 

point the common objectives that emerge, 
then the purposes and methodology of the 
team approach take on added meaning. There 
is, however, a grade or degree of cooperative 
endeavor which is perhaps on an even higher 
level than teamwork in the ordinary sense. 
I refer to partnership. 

There is the partnership between the vol- 
unteer and the professional worker, between 
voluntary and governmental agencies, among 
the citizens, the professional workers, and the 
government, and among the several profes- 
sions. In no other country in the world are 
there quite the same opportunities as there 
are here for establishing working relations 
on a partnership basis among the citizens, 
the board members, the professional workers, 
and the local, state, and federal government. 
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Partnership, I believe, is both a means and 
an end in itself. It entails a mutual and 
growing confidence in those with whom we 
are working: it suggests a common purpose 
arrived at and accepted through a spirit of 
dedication; and, most of all, it connotes an 
element of sacrifice, for any partnership re- 
quires that each member must give up some- 
thing in order to attain a greater good. It 
seems to me, therefore, that partnership should 
be both the goal and the method of all 
agencies working in the field of public health. 
The programs of our own agencies are im- 
portant, but only as they contribute to the 
whole; and the concept of the whole can 
never be gained except through the constant 
interplay, give-and-take, and exchange of 
knowledge and wisdom which are the fruits 
of partnership. 


This article is based on an address given at the 
annual meeting of the New York City Public Health 
Association in June 1950 


Priorities for Public 
Health Nursing Visits 


MARGARET S. VAUGHAN, R.N, 


One answer to the ever-increasing demand upon the time 
of the public health nurse in the local health department 


>. PROBLEM WAS altogether a 


familiar one: How can administrators, medi- 
cal and nursing, provide concrete and work- 
able guidance for the public health nurse in 
the local health department who is faced with 
more demands for nursing service than she 
can meet. The oft-repeated explanations of 
shortage of personnel, inadequate supervision, 
and lack of citizen participation are only 
partial answers, and they fail to solve the 
difficulty. Admitting these handicaps as con- 
tributing factors in our situation, neverthe- 
less, we in Arkansas determined to tackle the 
problem and to find a better way to help the 
local public health nurses plan their time so 
as to cover the most urgent needs first. 

The problem was recognized as_ basically 
one of supply versus demand for nursing 
services. The situation had become so acute 
that many of the public health nurses ad- 
mitted to their supervisors that they felt 
frustrated and discouraged. Increasing pres- 
sure from the directors of the various divisions 
for individual service and inability to meet 
these requests appeared to be the main rea- 
sons for these reactions. Nursing service to 
the family as a unit had of necessity decreased 
as the nurses had attempted to satisfy re- 
quests from the Central Office for follow-up 
in the specialized fields. 

One of the nurses expressed her sense of 
frustration graphically in these words: “The 
State Department of Health is like an octopus 
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with each of its long arms reaching out for 
my time and eventually crushing me because 
of the impossibility of accomplishing what 
each program director desires.” 

As a first approach to the growing dilemma, 
a joint conference of those concerned—the 
medical directors of the variéus divisions of 
the State Department of Health, the director 
of the Division of Public Health Nursing, and 
the consultant nursing staff—was planned. As 
each program director had a definite stake in 
the situation, his interest and attention were 
immediately evident. The group decided 
that they would have to give the matter con- 
sideration over a period of time to find an 
effective solution, and monthly conferences 
were initiated. 


SETTING PRIORITIES 

It was a “give and take” situation for all 
at the conferences, for obviously the one pub- 
lic health nurse, representing in most com- 
munities the total local staff, could not be 
expected to give the desirable coverage to all 
phases of the program. What portion of each 
separate program should be included in the 
“must” schedule of the public health nurse? 
It was agreed the core of the matter was wise 
case selection in each program area. This led 
to an effort to set up criteria for priorities 
in case selection based on the prevention- 
potentials usually accepted by public health 
workers, After careful thinking and joint 
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planning the group developed an outline of 
priorities in each area. (See page 19.) 


WORKING OUT THE MECHANICS 

The next step was to put the plan into 
action. Here we were on more familiar ground 
and we relied upon several time-honored pub- 
lic health nursing planning devices: (1) geo- 
graphical division of the county into working 
areas (2) physical aids—yearly, monthly, 
and daily schedules, as well as work plan 
cards for the tickler file. The mechanics of 
these devices were worked out in a more re- 
fined degree than is usually customary in 
public health nursing. 

Briefly, the county was divided into work- 
ing areas according to (1) population density 
(2) highways and roads (3) other significant 
physical features. The size of each work dis- 
trict was roughly limited to an area which 
could be covered completely in a half day’s 
travel time, thus leaving at least one half of 
the day for actual service in the community. 
These basic divisions were plotted arbitrarily, 
irrespective of the number of nurses currently 
employed in the local department and the 
existing caseload. A _ redistribution of the 
work areas thus established will be considered 
when the nursing staff is increased. This con- 
cept of assigning distinct already plotted work 
areas to all types of personnel of a local de- 
partment impressed the directors of other bu- 
reaus, notably the Bureau of Sanitary Engi- 
neering, as an expedient method of carrying 
out their specific programs. 

Plotting work areas along arbitrary lines 
offered another advantage, namely, the desig- 
nation of each district by an accepted code 
number. Interest in this had developed in 
the Division of Tuberculosis Control which 
had adopted the IBM system of coding sig- 
nificant data about tuberculosis cases. Such 
a procedure seemed equally feasible should 
the directors of other special divisions eventu- 
ally wish to accumulate information regarding 
their specific programs. 

The work districts were marked on a large 
county map. An analysis of the current case- 
load was made to determine priority designa- 
tion of each type of case. A small plastic 
tab of the color chosen to indicate a certain 
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priority rating was put on a work card for 
each individual carried. The card was then 
placed in the nurse’s tickler file. 


SCHEDULING TIME 

A schedule was .ext made assigning a deti- 
nite day or portion of a day to each work 
area. More time was scheduled for areas in 
which the caseload analysis showed special 
problems but every area was to be visited by 
the nurse at least once a month. With agree- 
ment by the joint conference groups on these 
preliminary steps the way was open for in- 
troducing the new procedures to the 
health departments. 

While these remarks may leave the impres- 
sion that the pivotal worker, the local public 


local 


health nurse, was overlooked in the early 
steps, let me assure you that the opposite is 
true. Since administrative decisions and 


administrative planning were the most im- 
portant factors in the first two steps of this 
procedure, no local public health nurse par- 
ticipated directly in these early stages. Her 
point of view was represented constantly, 
however, by the active participation of the 
entire supervisory and consultant nursing 
After the general plan was formu- 
lated, selected local public health nurses were 
invited to share in the discussions in the Cen- 
tral Office and to express their opinions freely 
about the plan. The tryout of the plan was 
first made in a nearby local health depart- 
ment where both local and state personnel 
worked together through all of the preliminary 
basic steps. After this, it was the consensus 
that the plan which had been developed, al- 
though unproven on the testing ground of the 
separate local health departments in the state, 
had passed its first test of workability. Two 
local public health nurses were ready to put 
their schedule, with all of the new implica- 
tions woven into it. to a loca! trial. 


group. 


PRESENTING THE PLAN 


In view of the fact that few of the local 


health departments in Arkansas have fulltime 
medical directors, the most feasible way to 
present this newer procedure to this group 
appeared to be at a joint conference of the 
division directors and the state nursing staff. 
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This was arranged during the annual confer- 
ence of the health department. Similarly, the 
general plan was presented and explained to 
all local public health nurses at a nursing 
section of the conference. Both of these 
groups indicated their interest in the pro- 


cedure and assured us of their desire to re- . 


ceive help in setting up the system in the 
local departments. The entire plan was then 
prepared in writing by the nursing staff, 
mimeographed, and carried by the state con- 
sultant staff on their subsequent visits to the 
local health departments. The plan has been 
a part of all local staff education conferences 
held since and is also included as a phase of 
instruction during the orientation period of 
all new nurses. 

The limitations of the recommended basis 
for case selection have been recognized and 
in interpreting this procedure to the local 
public health nurses due emphasis has been 
given to the following factors: It is recog- 
nized that the priority criteria, serving as a 
guide and not a fixed determination, help the 
nurse decide what types of situations must 
receive her first attention. Thereafter as 
the patient receives nursing supervision and 
help in solving his health problems, his pri- 
ority status will frequently change to a lower, 
or perhaps, eventually to a zero position. To 
use the procedure effectively, the nurse must 
constantly evaluate the status of the families 
under her supervision and on this basis plan 
to increase or decrease the amount of super- 
vision she will give. 

Although it is too early to evaluate the 
effectiveness of this procedure in terms of 
improvement in actual service rendered by the 
local public health nurses, we believe that 
results thus far have been encouraging. In- 
terest has been created among the local public 
health nurses; encouragement has been given, 
replacing somewhat the frustration and inade- 
quate planning observed; and requests from 
the local public health nurses for help in 
planning their programs can be answered more 
specifically now than previously. 

One of the local public health nurses re- 
cently gave this evaluation of the new pro- 
cedure: “It has done more to help me keep 
up with my caseload than anything we have 
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ever had; it saves my travel time, and helps 
me keep in closer contact with my com- 
munities.’ 


Priorities in Case Selection 


Grade I 


RED (identifying color) 


(This always indicates immediate action but 
the nature of the problem determines whether 
the visit must be made at once or within 24 
hours. Few situations need to be considered 
“emergencies” for public health nurses but 
the 3 listed here are considered in this category. 
The nurse is instructed to cancel any type of 
work previously scheduled and give attention 
to any of these 3 situations.) 


At once 


Maternal and child health 
1. Premature infant 

with 

eclampsia, or bleeding 


2. Maternity case symptoms of toxemia, 


3. Acute burn 
Within twenty-four hours 
fommunicable disease 


1. Poliomyelitis 

2. Epidemic meningitis 
3. Diphtheria 

4. Smallpox 

5. Suspected rabies 

6. Typhoid fever 

7. Scarlet fever 
8.Septic sore throat 


Maternal and child health 
1.Ophthalmia neonatorum 
2. Cleft lip and/or palate in the newborn 
3. Acute osteo (new) 
Tuberculosis 
1. Massive 
2. Acute 
3. Generalized miliary tuberculosis in infants 


tuberculosis meningitis 


hemorrhage 


Venereal disease 
1. Infant born of syphilic mother, inadequately 
treated 
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Contact to known infectious primary or 


set ondary case 


Grade Il 
ORANGE (identifying color) 


(Although a definite time limit for this cate- 
has not specified, 
colored tab indicates an urgent need for a 
home visit.) 


gory been every orange- 


Communicable disease 
1. Tularemia 
2. Rickettsial diseases 
3. Malaria 


Maternal and child health 
1. Complicated maternity cases referred by Uni 
versity Hospital, midwives, or private physi- 
cians 
2. Cases sent home from hospital with casts, new 
other condition 
in which close follow-up is indicated 


braces or appliances, or any 


3.Cases of diarrhea under two years not under 
physician’s care 
4. Any 


requested by 


case where formula demonstration is 
physician 
5. All maternity cases having 

a. Tuberculosis 


b. Heart 
c. Untreated syphilis 


trouble 


Tuberculosis 
1. Patients left 


advice 


who have tuberculosis sanatoria 


against medical 
2. Positive sputum cases in the home 


3. Diagnosed 


cases in the home with unknown 


sputum status 
4. Provisional diagnosis of “tuberculosis suspect” 
Child under 


6. Suspects 


six with “active primary” 


discovered from mass X-ray survey 


not cleared within three weeks from notifica- 


tion 
7. Newly diagnosed skeletal tuberculosis 
Grade III 
YELLOW (identifying color) 


Communicable disease 
1. Chronic typhoid carriers 
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Maternal and child health 
1. All postpartal maternity cases having had a 


stillbirth at this pregnancy 


2. All congenital deformities in the newborn 

3. Severe nutritional disorders in infants and 
young children 

4.Any acute problem in a school child except 
infestation 

5. Routine ante- and postpartal cases, mother 


and infant 


Tuberculosis 
1. Active 
2. Quiescent, including pneumo-arrest 


tuberculosis with negative sputum 


Grade IV 


GREEN (identifying color) 
Communicable disease 
1. Immunization clinics 


Maternal and child health 


1. Routine teacher-nurse conference and home 


follow-up 
2. Midwife 
3. Infants 


home visits 


and preschool children with special 


problems, or those in any problem families 


Tuberculosis 
1. Apparently arrested 
2. Arrested tuberculosis 
3. Contacts 
4.School child with old “primary active” 
Grade V 
BROWN (identifying color) 


Maternal and child health 
1. All infants, preschool children, not otherwise 
classified 


Miss Vaughan is director of the Division of Public 
Health Nursing, Arkansas State Board of Health. 
She writes she will be glad to answer requests for 
more detailed information or other specific questions. 
In Arkansas the supervisors from Central Office 
have assisted all the local public health nurses in 
setting up their records for home visits according 
to the plan. There has been uniformity in interpre- 
tation which has gone far to assure smooth function- 
ing of the plan although some snags still exist. 


A Joint Attack 


upon Chronic Disease 


DISEASE has become the 
chief public health problem of the day, 
and its magnitude at first sight may seem 
overwhelming. However, achievements in 
the control of communicable diseases and the 
promotion of maternal and child health point 
the way to equal successes in a concerted at- 
tack on chronic illness. 

To achieve realistic objectives in the field 
of communicable disease numerous public 
health technics were developed, some of 
which had to be discarded when found want- 
ing while others stood the test of time. The 


_ effective application of such technics required 


the cooperation of various community groups, 
such as the medical profession, hospitals, of- 
ficial and voluntary social agencies, and 
schools, all of which worked closely with our 
fulltime teams of health officers, public health 
nurses, and sanitary engineers. 

In recent years these services have been 
augmented by procuring from official and vol- 
untary sources such specialized personnel as 
nutritionists, medical social workers, and con- 
sulting nurses in the fields of infant care, 
hospital technics, and mental health. The 
lowered mortality and morbidity rates of 
acute communicable diseases and the drastic 
reductions in the maternal and infant death 
rates illustrate the great accomplishments of 
these programs. 

Since the causes of morbidity and mor- 


Dr. Hilleboe is commissioner, New York State 
Department of Health, and Dr. Brightman is assist- 
ant commissioner, Division of Medical Services, in 
the department. 


I. JAY BRIGHTMAN, M.D. 
HERMAN E. HILLEBOE, M.D. 


tality are changing, it is necessary to redetine 
major objectives and to reassign priorities. 
It must be emphasized that no loss of ground 
should be allowed in fields where success has 
been realized. While maintaining hard-won 
advances, a vigorous attack on chronic disease 
must be pressed forward. Mortality records 
make such action imperative. In 1900 in 
New York State three of the first five causes 
of death belonged to the communicable dis- 
ease group, namely, tuberculosis, pneumonia, 
and enteritis in children under two years of 
age. In 1949 not any of the five leading 
causes of death was in that category; rather, 
four belonged to the group of chronic de- 
venerative diseases. These were: heart dis- 
ease in first place, cancer and intracranial 
vascular accidents, second and third, and 
diabetes, fifth. Fourth place fell to accidents, 
which have an indirect relationship to the 
chronic disease problem. The majority of 
accidental deaths occur among older people 
and are frequently associated with physical 
disabilities attributable to chronic illness. 

The challenge presented by chronic dis- 
ease is only too evident. In developing a new 
public health program it is necessary to eval- 
uate current public health technics to deter- 
mine which can be effectively utilized and 
what new methods must be established. 

Most health departments already have 
well organized programs directed at the con- 
trol of some of the chronic diseases. ‘These 


include special programs for cancer, tuber- 
culosis, venereal disease, poliomyelitis in chil- 
dren and adults, and physically handicapping 
conditions, such as rheumatic fever, in per- 
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sons twenty-one years of age and younger. 
More recently we have seen the development 
of demonstration programs directed at con- 
trol of adult heart disease and diabetes. 

Individualized approaches are necessary 
when specific preventive measures are avail- 
able for the particular disease. Also, from 
the viewpoint of legislative appropriations 
and fund raising by voluntary organizations, 
emphasis upon specific diseases may be more 
effective in producing the necessary funds 
than would an appeal for money for the 
general chronic disease problem. However, 
many control measures, such as health edu- 
cation, early casefinding, medical and insti- 
tutional professional training, and 
rehabilitation, can be broadly applied to 
serve several different diseases simultaneously. 
In such instances a combined approach will 
result in a more efficient and effective pro- 
gram at a significantly reduced cost. 

\ public health chronic disease program 
must have three major objectives: (a) the 
prevention of disease (b) the early diagnosis 
and treatment of disease and (c) the rehabili- 
tation of the patient whose functional reserve 
has been reduced as a result of disease or 
injury. 


services, 


Prevention 

In the field of prevention it is essential to 
consider each of the chronic diseases sepa- 
rately because prevention implies removal of 
the specific cause. Unfortunately, our infor- 
mation regarding the etiology of the major 
chronic diseases is inadequate and therefore 
we do not have specific measures which can 
be applied with reasonable assurance that 
the disease will not occur. 

However, there are certain helpful indica- 
tions which should be fully exploited, so that 
all possible gains can be made. In doing so 
it is likely that new approaches will suggest 
themselves and these may be brought into the 
program as speedily as they prove practicable. 


Heart disease 

The problem of heart disease must not only 
be considered apart from that of other chronic 
illnesses but must be separated into its various 
categories before one can talk about preven- 
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tive measures. We have little information 
about prevention of the two major forms of 
heart disease, namely, the arteriosclerotic 
and hypertynsive types. Yet, we do have 
some evideitce that arteriosclerosis may be 
associated with the inability of certain per- 
sons to metabolize cholesterol adequately. 
Some physicians are placing persons with 
early evidences of arteriosclerosis, as well as 
persons with family histories of this condi- 
tion, on low cholesterol diets. Essential hyper- 
tension, the precursor of hypertensive heart 
disease, is often favorably influenced by a 
diet low in sodium. The nutrition and 
nursing services of the public health program 
can be of great aid to both physician and 
patient in the application of these dietary 
measures, 

The great progress of the past can continue 
in the control of rheumatic heart disease. 
Recurrences of rheumatic fever may be sig- 
nificantly reduced by the use of antibiotics, 
particularly during the winter months when 
sore throats and upper respiratory infections 
are most common. A sound program calls 
for adequate clinical facilities for follow-up 
of patients with rheumatic diatheses to de- 
tect the earliest signs of recurrence and hos- 
pital and convalescent home facilities of high 
quality for the care of rheumatic patients 
during the periods of acute illness. 

Some cases of congenital heart disease are 
associated with the occurrence of German 
measles in the mother during the first tri- 
mester of pregnancy. Thus, control of this 
disease is important in order to reduce the 
danger of exposure of pregnant women. Sub- 
acute bacterial endocarditis may be reduced 
in incidence by the administration of anti- 
biotics to all patients with rheumatic or con- 
genital heart disease prior to and immediately 
following oral or pharyngeal surgery. An ed- 
ucational program for both physicians and 
patients will help to accomplish this reduc- 
tion. 


Cancer 


In the field of cancer we do have informa- 
tion regarding the relationship of certain in- 
dustrial chemical agents to the development 
Steps have been taken 


of malignant tumors. 
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for the elimination of these industrial hazards. 

Recent information has indicated that cancer 
of the lung may be related to the inhalation 

of cigarette smoke. If these studies are con- 

firmed, a change in our smoking habits throug 

an intensive educational procedure would 

certainly be of benefit in the prevention of 
pulmonary cancer. 

Unfortunately, there is at present no prac- 
tical approach to the prevention of other 
leading causes of illness and death, such as 
diabetes, arthritis, nephritis, or intracranial 
vascular accidents. 


Obesity 

The promotion of good nutrition is one 
general health measure which can be applied 
to chronic disease control. As is well known, 
obesity among persons more than forty years 
of age is far too prevalent. While not a spe- 
cific cause of any chronic disease, obesity is 
known to be an aggravating factor in such 
conditions as diabetes, hypertension, arthritis, 
and heart disease. Indeed, some of the milder 
forms of these conditions can be brought un- 
der control by weight reduction. As a corol- 
lary, the symptoms and serious effects of these 
diseases may sometimes be delayed or even 
avoided by adequate weight control. The 
promotion of obesity control through public 
health education and through direct assist- 
ance to patients and physicians by public 
health nurses and nutritionists is an essential 
part of the chronic disease program. 


Early Treatment 

Through early detection and treatment of 
chronic illness the progress of the disease may 
be arrested and complications avoided. The 
necessary measures may be classified in three 
categories: early casefinding, assistance to 
practicing physicians, and assistance to pa- 
tients. 

1. Early case finding.—Farly casefinding de- 
pends upon public health education activi- 
ties which encourage frequent examinations 
and upon the development of adequate fa- 
cilities for such examinations. Several pro- 
cedures are already available and others may 
be developed. The following activities enter 
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into the early casefinding aspects of the 


chronic disease program: 


a. Periodic health examinations by the family 
This item is mentioned first because 
it has the greatest potentiality for reaching the 
largest number of patients. 


physician. 


b. Follow-up of infants whose birth certificates 
record any evidences of congenital heart mal- 
formations and also of infants born of mothers 
who 


German measles or other in- 


the first 


contracted 


fectious diseases during trimester of 


pregnancy. 


c.Child health conferences for infants and 
preschool children 

d. School health examinations. 

e. Industrial preemployment and _ follow-up 


examinations 
f. Insurance examinations. 
g. Detection clinics. 
h. Multiple disease screening clinics. 


It must be emphasized that while positive 
findings are of great value in suggesting the 
need for care and treatment, negative find- 
ings are no guarantee of the absence of 
asymptomatic chronic disease. Unfortunately, 
our diagnostic aids are not yet sufficiently 
sensitive to detect all latent abnormalities 
which may progress to chronic illness some 
time after the examination. 

Multiple disease screening clinics consti- 
tute a relatively new approach to mass case- 
finding of chronic diseases. In the past heavy 
emphasis has been placed upon mass examina- 
tions for individual diseases, such as tuber- 
culosis, nephritis, diabetes, and cancer. While 
single approaches are effective these methods 
are more costly and not so productive as 
when they are used in combination. In mul- 
tiple disease screening use is made of a bat- 
tery of laboratory or x-ray tests, each of 
which has proved to be fairly reliable in de- 
tecting evidence of a chronic disease in the 
asymptomatic state. Such tests are available 
for diabetes, 


syphilis, glaucoma, anemia, 
tuberculosis, and other chronic chest dis- 


eases, visual and auditory disturbances, hyper- 
tension, nephritis, heart disease, and several 
types of cancer (esophageal, gastric, and pul- 
monary ). 

The costs are relatively low as the screen- 
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ing tests can be carried out by technicians 
and nurses and the results determined by ex- 
perts at their convenience. The examinations 
are more productive because of the many 
liseases covered. Positive results are only 
suggestive and not diagnostic; persons must 
be referred to their physicians for final diag- 
nosis. 

2. Assistance to practicing physicians —A 
chronic disease program in a public health de- 
partment can offer assistance to private phy- 
sicians in the early diagnosis of chronic ill- 
ness among their patients and in the provision 
of adequate care. These services include: 


a. Medical consultations where questions arise 
regarding diagnosis or appropriate treatment. 

b. Laboratory and x-ray facilities where 
specialized procedures are required for dif- 
ierential diagnosis or treatment 

c. Nutrition services for the precise manage 
ment ot patients on general, reducing, low 
cholesterol, or low sodium diets 

d. Public health nursing. As with the acute 
diseases, it is one thing for the doctor to pre- 
scribe therapy and quite another for him to be 
assured that his instructions are understood by 
the patient and will be carried out, especially 
in the home. Home nursing provided by official 
or voluntary agencies is of great value in render- 
ing bedside service, interpreting doctor’s orders 
to the patient and his family, and teaching good 
health habits in the home 

e. Professional education keeps physicians, 
nurses, and other health personnel informed on 
new developments in the medical approach to 
chronic illness. This can be achieved through 
the development of lecture programs, regional 
tull-day or half-day institutes. and shortterm 
refresher courses. 
3. Assistance to patients and their families. 
All services providing assistance to doctors are 
in reality services to the patients. Likewise, 
any service offered by the community pro- 
gram directly to the patient helps the doctor 
meet his own responsibilities in prescribing 
therapy. All community services to the pa- 
tient should have the approval of the attend- 
ing physician. These might include the fol- 
lowing: 


i. Facilities for convalescent care Many pa 


tien 
ent 


s with chronic disease require institutional 


care for prolonged periods either in’ general 
hospitals or in convalescent or nursing homes. 
A complete chronic disease program must pro- 
vide for the establishment of an adequate num- 
ber cf beds in convalescent homes, for the 
maintenance of these beds in accordance with 
satisfactory standards, and for meeting the 
cost of such convalescent care. 

b. Home care. In many instances, the home 
can be used for prolonged bed care for patients 
with chronic disease. This reduces the cost of 
care to the patient’s family and to the com- 
munity and trees additional beds for other pur- 
poses in the community hospital or convalescent 
home. This may entail extension of treatment 
services to the home so that the home becomes 
essentially an annex of the hospital. Home care 
services include medical and nursing care, 
physiotherapy, occupational therapy, medical 
social work, nutrition, and housekeeping. 

c. Housing. A home which may have been 
quite suitable for a family when all members 
were in good health may become very unsatis- 
factory when one member has developed a 
chronic disease. The structure of the home 
may make it necessary for the patient to climb 
stairs to reach his apartment or, in the case 
of the one-family house, to reach a bathroom 
or bedroom. The community program might 
well try to provide assistance for families who 
require a change in type of housing to meet the 
medical needs of a patient. 

d. Medical social service. The occurrence of 
chronic disease in the family frequently causes 
considerable social and emotional upheaval. 
The services of the medical social worker can 
be of great value in interpreting to the family 
the nature of the problem and in attempting to 
bring about a satisfactory adjustment to the 
changed circumstances \ favorable attitude 
on the part of the patient and family toward 
the disease will go far in maintaining a high level 
of mental health, vitally important if the sub- 
sequent program of rehabilitation is to be 
successtul. 


Rehabilitation 


Rehabilitation of the patient with chronic 
disease is an essential part of the total treat- 
ment program. As the prevalence of chronic 
disease continues to increase with the 
progressive aging of the population, failure 
to provide the means whereby patients can 
make the greatest use of their remaining func- 
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tional abilities will throw a heavy burden on 
the other elements of the population. 

For some years many facilities have been 
developed for the rehabilitation of patients 
with physically handicapping conditions, 
usually orthopedic or neuromuscular in na- 
ture. More recently interest has been shown 
in the rehabilitation of the patient with other 
forms of chronic disease, namely, heart dis- 
ease, arthritis, and diabetes. It is necessary 
to establish facilities to determine the work- 
ing capacity of these patients and to reassure 
the patients that it is quite safe for them to 
work under modified conditions. ‘They need 
training in adjusting their routine activities 
so that they may stay within their functional 
reserves, and employers must be urged to ac- 
cept these patients as employees and to pro- 
vide adequate working facilities for them. It 
is well known that many large corporations 
have fi and rehabilitated patients to be un- 
usually reliable and desirable emplovees. 
(Editor’s note: See “Employment of the 
Handicapped in Industry” by Florence M. 
Kumm, Pusiic HEALTH NuRSING, November 
1950, page 613.) 


Discussion 

This article has summarized the various 
approaches that can be made in a program di- 
rected at the control of chronic disease 
through prevention, early diagnosis, adequate 
treatment, and rehabilitation. In the de- 
velopment of this program we have indicated 
the various categories of personnel and agen- 
cies whose cooperation must be achieved if 
the program is to be successful. These in- 
clude the health officers, the public health 
nurses, the medical social workers, the nutri- 
tionists, the hospital administrators, the 
practicing physicians, the laboratory direc- 
tors, the employers, the schools, and the 
many official and voluntary social agencies 
in the community. 

The stake of the community in the chronic 
disease problem is large, economically and 
socially. Chronic diseases occur at all ages 
but the prevalence is greatest in the older 
age groups. If an unduly large number of 
persons reaching the later years of life are 
infirm, financially dependent, unable to take 
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care of their individual needs, and generally 
frustrated, this will mean an unhappy situa- 
tion not only for the elderly and ill but also 
for the younger and healthier members of the 
population. 

The income-earning group between twenty 
and fifty years, the period during which peo- 
ple are endeavoring to establish and maintain 
their own families, will be burdened with 
the financial support of the older age groups. 
In addition, they will need to provide per- 
sonal care for them in illness and to withstand 
the irritability and emotional instability as 
sociated with dependency and poor health. 
In turn, these burdens will have an effect upon 
the children because of the limitations thrown 
upon the family income with resulting lower- 
ing of the living standards, overcrowding, and 
lessened chances for higher education. The 
emotional strain thrown upon the parents 
will be reflected in the management of the 
children and the general morale in the home. 
This situation must not exist if we are to 
maintain our earlier advances in the field of 
child health. 

These problems have received full recog- 
nition from various official and voluntary 
agencies. The United States Public Health 
Service has established a Division of Chronic 
Diseases to investigate specific chronic dis- 
ease problems and to assist in state and com- 
munity programs. In May 1949 there was 
established a Commission on Chronic Illness 
sponsored by four great national agencies in- 
terested in and directly affected by this prob- 
lem: the American Medical Association, the 
American Public Health Association, the 
American Hospital Association, and the Amer- 
ican Public Welfare Association. The com- 
mission is charged with making further 
analyses of the chronic disease problem, re- 
viewing and evaluating the approaches being 
made by various communities, and setting 
up standards which will assure that a high 
quality of service is offered to the chronic 
disease patient. 

In New York State we have just established 
our first research center for investigation of 
this problem of chronic illness. It was brought 
about by a three-party arrangement among 
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Grandma 


and Grandpa Live with Us 


OLLIE A. RANDALL ' 


Old age is inevitable, but acet- 


dents to the 


| HE PICTURE which this title imme- 


diately conjures up in one’s mind is that of 
an elderly couple, feeble and in need of at- 
tentive, protective care. In reality we must 
keep in mind that nowadays the majority 
of grandparents are in the upper middle age 
brackets, with some in the lower range of 
those so-called middle years of life. Medical 
science and sanitary engineering——probably 
are combining forces 
to keep us alive much longer than was once 
the case, with the result that the family group 
is extending itself to include the fourth, and 
even the fifth, generation with much greater 
frequency. 


safety engineering, also 


In general the safety measures we need 
for grandma and grandpa are pretty much 
the same as those needed for people of all 
ages. A few special considerations are neces- 
sary for the really elderly folks, the great- 
grandparents, found both in family groups 
and living alone in furnished rooms, small 
apartments, or in small or large homes in 
villages and on farms scattered throughout 
the country. Some suggestions about atti- 
tudes may be as practical and helpful as more 
specific suggestions about safety devices and 
measures. 

This subject is not academic. It is both 
real and timely. In our country we have a 
population of about 11,000,000 souls sixty- 
five years of age and over and almost 30,000,- 
000 between the ages of forty-five and sixty- 
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elderly are 


not. 


five. These numbers are not only large but 
they are increasing at a startlingly rapid rate. 
It is, then, simple enough to see that unless 
specific and direct attention is given to the 
potentiality for accidents inherent in this in- 
creasing proportion of older people serious 
consequences are bound to occur. 


Risks of the Boarding Home 

In large cities most families and indi- 
viduals live in apartment houses or multiple 
dwellings. However, there are still a goodly 
number of the one- and two-family homes in 
which older people are subject to the particu- 
lar hazards of stairs and fires which sweep 
so quickly through frame buildings. This 
housing accounts for the falls and burns which 
are the leading causes of accidental deaths 
and crippling illness. Unfortunately, nursing 
and boarding homes are often operated in 
these frame buildings. Such homes often are 
not or cannot be licensed. The combined 
shortages of hospital beds and housing have 
created a situation fraught with peril. Efforts 
to secure new licensing provisions requiring 
that these homes be made fire-resistive or 
fireproof are being made in almost every state 
in the union. Most of these homes are com- 
mercial ventures and their proprietors are 
either reluctant or unable to finance the 
necessary improvements. But almost any 
day in any large city there could be a holo- 
caust similar to that which occurred last fall 
in upstate New York and early last winter 
in lowa. 


We need citizen support for enforcement 
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of rigid housing and fire protection measures. 
In the light of the possible danger such 
measures are not unreasonable. It seems 
medieval-—it is at least: Dickensian—that be- 
cause the shortages are so great we are forced 
to make use of places which we know to be 
firetraps. This phase of the problem of old 
people “living with us’ may seem to be ir- 
relevant, but whether they are in our own 
homes or we have had to place them in homes 
in our community, they are indeed living with 
us and their plight deserves whatever help 
we can render. While our main hope lies 
in the fine caliber of the people now charged 
with dealing with this situation, no public 
servant, local or state, can reach his goal 
without the understanding support of his fel- 
low citizens. 

To go from the general to the particular, 
it might be well to point out that all old peo- 
ple are not alike. Yet they do have many 
characteristics in common. One is that they 
are apt to resent being protected or having 
special provision made for them although this 
is by no means invariably the case. If what- 
ever is indicated is regarded as something use- 
ful to all members of the family group or 
to others in the household, there is much more 
likelihood of its being accepted as something 
useful and desirable by the older person. 
Since most old people do need help at one 
time or another, one occasionally yearns for 
the old days when young people were taught 
that it was good manners to help, or offer to 
help, the adults in the family. In groups 
where this still holds there is no singling out 
of the old for service which they sometimes 
must have but which they will too often re- 
sent if they suspect it is offered because they 
are “old.” 


Preventive Health Care 

Those of us who have for years lived with 
older people are convinced that being con- 
stantly on guard about health is the best 
kind of accident prevention. Urging health 
examinations which detect the failing of facul- 
ties so that appropriate corrections can be 
made when either eyesight, hearing, muscular 
control, circulatory system, or even one’s very 
bone structure is showing signs of wear and 


tear seems an obvious recommendation. But 
study of falls, many with disastrous results, 
shows it’is at times difficult to determine 
whether an uncorrected pr unadjusted physical 
conditior. induced the fall or .whether the 
damage was done by the fall. Therefore, 
glasses, hearing aids, medication, and _par- 
ticularly nutritional therapy are all devices 
which are as preventive as they are corrective. 

None of this is so simple as it sounds. It 
is very difficult to persuade many old people 

and some who are not so old—to accept 
medical care. At times they are even more 
recalcitrant when it comes to using the reme- 
dies suggested or prescribed. Then too, funds 
are not always easily available. It is para- 
doxical but true that older people, while 
grimly holding on to life, will just as grimly 
hold on to their money in the bank or their 
insurance for burial purposes, but cannot be 
brought to use any of these resources, hoarded 
so carefully, for making life itself more toler- 
able and less dangerous. For these reasons 
it seems incumbent upon us who would have 
a healthier and safer world to live in to edu- 
cate old people and their families as to the 
economy of health care on a regular basis. 
Casualties are expensive and risks should be 
avoided for old people who take at least 
three times as long to recover as younger 
people and are much more liable to sustain 
a permanent handicap. 

Everyone needs education on the point so 
well made by Dr. Ernst Boas that “we must 
never take anything for granted with an 
older patient.” It must never be assumed, 
he implies, that what is happening to an 
older person is logical and to be expected 
because of his age. Every symptom and evi- 
dence of frailty should have attention and 
careful exploration. If this change in atti- 
tude and in point of view about ailments in 
later years could take place more generally, 
it would be both constructively healthy and 
notably helpful in reducing the growing num- 
bers of accidents both in the home and out- 
side of it. 


Satety in the Familiar 
On the other hand, it is also important 
to remember not to impose upon older people 


| 
| 
| 
| 
| 
{ 


28 PUBLIC 


our own standards and thoughts about what 
Often, what 
seems unsafe to us in an older person's envir- 
onment may There is a 
great deal to be said for familiarity with 
things and places as a preventive factor. The 
case of one woman who lived for a great many 
vears in a second-floor “walk-up” apartment 
every and and every 
piece of furniture were practically an exten- 
sion of herself, so accustomed to all of it had 


is appropriate and satisfactory. 


not be so for him. 


where nook corner 


she become, illustrates this point very well. 
Her evesight failed, and in the earnest en- 
deavor to do a good job a social worker with 
a conscience which made her worry over the 
little old lady insisted on moving her to a 
first-floor apartment where she 
“safe.” On her day in the 
quarters, while feeling her way awkwardly 
around the unfamiliar place the little old lady 
fell and broke her hip! She might have done 
the same in the old place—but she was never 
convinced of that nor was I! And so, it 
seems to me that we should first hesitate and 
then requiring 
changes of this kind, for safety can be a state 
of mind which overcomes physical obstacles, 
if they are old enemies which 
have been faced so long as to seem almost 


would be 


second new 


move very cautiously in 


particularly 


friends! 


with those who 


have old people in their homes to be ex- 


Let me plead especially 


tremely careful and restrained about obeying 
that impulse to rearrange furniture. Old 
people have to get up much more often 
during the night than do younger people; and 
if the path to the bathroom has been changed 
by the shifting of furniture, even if it be 
left uncluttered, there can be more real danger 
to life and limb than in the deepest jungle! 


Helpful Devices 

The new luminous buttons for light switches 
and doorjambs give more confidence in mov- 
ing about at night. The light bulbs in floor 
outlets are low-burning but constant guides 
in the dark. Luminous paint strips on the 
edges of stairsteps and touches of paint on 
the essential handrail help young and old 
when the house is spooky and dim with dark- 


ness. 
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What about that bathroom—which _ is 
fraught with danger at any time of day or 
night?) There is the medicine chest which 
should always have a light over or near it 
and it is very hel}ful to have one of those 
small magnifying glasses so popular for read- 
ing telephone directories hanging within easy 
reach so that labels can be read without hav- 
ing to feel for the right bottle or return to 
another room for the forgotten glasses. Old 
people can make as many mistakes with 
medicines as children and need as much posi- 
tive assistance as can be supplied. And for 
those glasses—-can we all agree that the young 
woman who invented those spec-bands so 
that eveglasses can be hung around one’s 
neck and therefore be on hand whenever 
needed during the day, deserves a very special 
award of merit for what she has done not 
only for older people but for their families 
as well? 

To return to the bathroom—the handrail 
by the tub, the rubber mats for it, and now 
the new substance which can be painted on 
the floor of the shower or on the bottom of 
the tub to prevent slipping are all “musts.” 
| for one still prefer the old-fashioned bath- 
tubs with the rim which can be grasped to 
the modern, streamlined molded-in-one tubs 
which look so elegant but are so dangerous. 
Bathtubs are a peculiar menace to old people. 
One could heartily wish that more of them 
might arrive at the degree of good sense of 
the crotchety old lady described in the amus- 
ing novel, “Mr. Skeffington.” She had 
ordered her life with great satisfaction and 
had everything under control except the bath- 
tub which presented such difficulty and such 
potential danger that she finally solved that 
difficulty by simply not using the thing at 
all! 

It is understandable that we associate cer- 
tain frailties with old age, and we may con- 
clude that all old people suffering from 
similar frailties should be treated alike. For 


instance, if eyesight has failed or there is 
complete blindness it is usually thought that 
the same kind of protection is always needed. 
But it must be remembered that there is a 
great difference between the person who has 
been blind for many years and the old person 
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who is losing his sight due to his advancing 
years, The one has adjusted to his handicap, 
now static, so that in a sense it is no longer 
the same kind of handicap as that of the old 
person who is obliged to become used to 
progressively poor vision and old age at the 
same time. An old friend of mine taught me 
that lesson one day when I warned him about 
a low door—for he was exceptionally tall. He 
smiled at my warning and said, “My dear, 
you need never warn a tall man to watch out 
for his head. He has as a rule lived with his 
height so long that it’s automatic for him to 
be on the lookout for low bridges!** And so, 
it seems that one safety measure is to know 
your grandma or grandpa! If lack of sight 
or hearing is of long standing there may be 
strengths and resilience and ability to meet 
the daily round of activities through habits 
formed during years of adjustment that be- 
come real assets upon which everyone can 
count for safety. If the loss of faculties comes 
late in life along with other physical changes, 
then there needs to be both physical and 
psychological support during the period of 
adaptation to these changes. 

Even here let us bespeak understanding 
that with sympathetic help these newly handi- 
capped older people can learn to overcome 
many of the difficulties such changes bring. 
Our new knowledge of medical rehabilitative 
technics opens exciting horizons for all of us, 
for the fact of advanced age no longer makes 
us accept as helpless and hopeless those situa- 
tions once deemed to be just that. A glance 
at the list of devices available through the 
agencies for the blind and the deaf sub- 
stantiates my belief that many of the devices 
supplied for special handicaps are very use- 
ful and suitable for people who are just old 
and whose sight or hearing may be slightly 
affected. This is true of orthopedic aids as 
well. ‘Mark timers” are a great help to any- 
one in preventing cooking accidents and have 
a greater usefulness for older people living 
alone. Yet here too the blind are away 
ahead of most of us with a special timer for 
the blind and deaf. It really seems that lit- 
tle has escaped their study. And there is 
small reason for not availing ourselves of 
what is already known. 
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Old People Have Judgment 

At just this point in, the twentieth century 
the longevity guaranteed to most of us is 
something of a mixed blessing. A great ma- 
jority of our old people are far from well. 
Nevertheless the prospects of extending the 
vigorous middle years rather than merely 
spinning out the enfeebled ones are brighter 
as the months go by. It is encouraging to 
note the new emphasis on both physical and 
mental activity for older people which is 
found in our discussions and, more important, 
in our everyday experience. This means 
that each person must acquire a sense of re- 
sponsibility for understanding his own physi- 
cal capacity and its limitations. If an older 
person retains the mental ability to realize 
just how much he can do without serious 
harm to himself and just what chances he 
takes if he tries to do more than seems wise 
as a regular thing, it seems desirable that he 
should decide just when and how he will take 
such risks. This needs to be stressed for 
families must not be overprotective—a nega- 
tive way of caring for older people. There 
should be no necessity for keeping old people 
housebound because of the bare possibility of 
a heart attack on the street from overexertion, 
provided the old people know the risk and 
want to take it. 

Our recreational centers are proving to us 
that old folks are cautious and careful and 
that if the motivation is sufficiently strong 
they will battle the elements and seemingly 
insuperable physical obstacles with little or 
no harm to themselves. A group of them at 
one of the day centers were asked for sug- 
gestions as to safety devices they wished to 
have recommended at a safety council meet- 
ing. From men and women whose average 
age was seventy-five there was not a single 
suggestion for a device related to making 
home a safe place to stay. Every proposal 
had to do with making it easier for them to 
negotiate uneven pavements, icy streets and 
steps, and buses in busy parts of the city. 
With more and more old people among us 
these measures are going to be needed. for 
we certainly cannot plan to keep 10 percent 
and more of our city’s residents homebound 
and inactive. Such an idea is unthinkable, 
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Our Tempo Is Too Fast 

The tempo of city life is perhaps harder 
for older people than anything else. If we 
could begin ar educational campaign to make 
people realize that more and more of us would 
appreciate an adjustment of some of our 
public services to a slackening pace, life might 
be much more comfortable for everybody. 
If a rule could be made compelling bus 
drivers to wait for old people (and some of 
us not so old) to be seated before starting 
off with such a jerk that everyone in the bus 
is thrown about, travel might be safer for all 
of us. If buses would stop at the curb and 
be more careful about doors, many accidents 
to older people might be prevented. In my 
apartment house where there are some sixty 
old people the greatest number of accidents 
have come from such bus situations. And 
there is seldom any redress for the confused 
old person who is usually precipitated into a 
state of shock by what has happened so the 
facts are seldom clear. We have already had 
numerous suggestions for lengthening the in- 
tervals between traffic signals for the safety 
of pedestrians, just as we have specially timed 
the closing of the self-service elevator doors 
in the house in which I live. 

Children’s playgrounds are so hazardous 
for old people that they should always be 
avoided by those who are the least bit un- 
steady or frail. Roller skaters and baseball 
or basketball players can wreak great havoc 
with them. In spite of an intellectual belief 
in keeping old and young together as much 


as possible experience is bringing a firm con- 
viction that activity in parks for older people 


should be planned so that it can take place 
segregated from that of children or active 
young adults. At our house elderly residents 
are now warned about children in the park and 
the playground across the way as regularly 
as they are ybout ice, snow, and wind which 
can buffet old folks around unmercifully. 

These are just a few of the facets of the 
safety problem for older people who live 
with us. The specific suggestions as to what 
can be done within the home have been 
made by others, including Lillian Gilbreth, 
consulting engineer, and the Home Accident 
Prevention Services of the American Red 
But one idea which may have merit 
in other communities has been suggested by 
the New York State Safety Council to the 
New York State Joint Legislative Committee 
on Problems of the Aging: that there would 
be real profit in planning in any community 
an educational campaign, a “Safety Week for 
the Elderly.” In this way we might discover 
something more about accidents which are 
not reported as a general rule, acquire new 
knowledge of ways and means to prevent 
them, and succeed in creating a different at- 
titude toward the enemy of old people and 
their families—the home accident. 

Old age is inevitable but accidents in old 
age are not. When we accept that as a 
premise upon which to predicate our efforts, 
we shall have taken a major step toward a 
healthier and more satisfying home life and a 
higher level of public health. 


Cross. 


This article is based on a talk given at a meeting 
of the Greater New York Safety Council. 
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It’s Fun to Teach Health 


in Other Countries 


Verna G. Smith, R.N. 


-_= PUBLIC HEALTH nurse has a 
little of missionary zeal, else she wouldn't 
have chosen her particular profession. Per- 
haps I had a little more than usual because I 
became a missionary nurse to another country 
—the Philippines. My first two summers 
here I have had the good fortune to teach in 
a six weeks’ summer school camp for church 
young people of Southern Luzon. The stu- 
dents were of both sexes, single and married, 
and there were some not so young. The teach- 
ing emphasized maternal and infant care with 
additional instruction in nutrition, first aid, 
and care of the sick. I have not seen this 
kind of thing done in the churches in the 
states. 

The 130 young people were divided into 
sections, Each group received two to three 
hours per week of instruction, depending upon 
the educational background of its members. 
Wherever possible the teaching was done by 
demonstration. For instance, one year my 
own baby was a cooperative and fitting sub- 
ject for the baby bath. One who teaches 
health in a foreign country is bound to learn 
as much as her students—about the culture of 
the country and its prevailing customs. Or 
she may learn how different one section is 
from otheis in language, eating habits, and 
so forth. I learned to admire the students for 
their frank questions and their desire to learn. 

Some of the questions they asked were: 
Will sour (citrus) fruits eaten during the 
menstrual period coagulate the blood? If we 
eat twin bananas before we are married will 
we have twins? Will it not hurt to have so 
much air around the baby during the bath? 
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She bathes daily to wash off the perspiration and 
its poisons. Her skin throws off part of the baby's 
waste. Keeping clean will help her to feel cool and 
comfortable. 

Siya ay maliligo araw-araw upang malinis ang kan- 
yang katawan, at ng mahugasan ang kanyang ka 
tawan ng pawis at ng lason ng katawan. Sa kan- 
yang balat lumalabas ang isang bahagi ng dumi ng 
bata. Ang pagiging malinis ay nagdudulot sa kan- 
ya ng kaginhawahan at kalamigan 


Why is it that sometimes after the baby is 
delivered the midwife will not let the mother 
go to sleep because she is afraid the mother 
will die in her sleep? Why is it some preg- 
nant mothers will not eat meat? Will it not 
decrease the baby’s blood if he is bathed in 
the afternoon? Why is it that a baby with 
fever cannot be given water to drink? We 
tried to discuss each question thoroughly. 
After their final examination the students 
were asked to write a short paragraph about 
what they considered most valuable in the 
course. One wrote: “I learned that by na- 
ture the baby and the placenta are born when 
it’s their time to be born, so I'll advise the 
midwife that took care of my mother and 
caused a baby to be born dead, that it is 
not wise and advisable to push a baby out.” 
Out oi this teaching background and with 
the encouragement of the director of audio- 
visual production (who is my husband) and 
the principal of the summer schools, I began 
to prepare health literature. Our first pam- 
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phlet is called “Baby Is Coming.” It has 
been reproduced in strip film and shown in a 
number of places in the Philippines. We 
have tried to gear our productions to the cul- 
ture andtneeds of the country as you see 
from the sample page illustrated here. 

The success of this first booklet has been 
most gratifying. These young people are so 


Certification of 


NEW JERSEY 

The following revised rules for the certification 
of school nurses were adopted by the New Jersey 
State Board of Education in October 1950:* 


Requirements 
1. High school graduation or equivalent attainment 
2. Graduation from an approved school of nursing 
Registration as a nurse in New Jersey 
$4. One year of experience as a registered nurse, 


graduation from an accredited college 


5. Completion of a minimum total of twelve 
semester-hour credits with work in each of the 
fields listed below in a college approved by the New 
Jersey State Board of Education: 


School nursing including such areas as organ- 
ization and administration of school health 
services and school health problems 


.Child growth and development: mental, emo- 
tional, social, and physical 


Methods and materials in teaching including 


such areas as methods and materials for teach- 
ing, child development and care, nutrition, 
home nursing, safety, and first aid 


Public school curriculum including such areas 
as curriculum building in health and nutrition 
¢. Sociology including such areas as applied 
sociology, family casework, and education for 
family living 


. Public health including such areas as public 
health nursing, community health problems, 


and communicable disease control. 


Term 
The limited certificate may be made permanent 
when the applicant completes 


* This regulation is not retroactive and does not 
apply to school nurses employed previous to. its 
adoption 
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appreciative of everything done to help them 
that they stimulate us, their friends and teach- 
ers, to our greatest efforts. Now we are at 
work on the second publication, “Baby Is 
Here.” 

Yes, it’s hard work but it’s fun too, to 
teath health—especially in a land with so 
brignt a future. 


School Nurses 


1. Three years of successful experience as a school 
nurse 

2. Completion of a minimum total of eighteen 
semester-hour credits with work in each of the fields 
listed below in a college approved by the New Jersey 
State Board of Education: 

a. School nursing including such areas as organ- 
ization and administration of school health 
services, and school health problems 
.Child growth and development including such 
areas as psychology of learning, human growth 
and development, adolescent psychology, edu- 


cational measurements, and mental hygiene 


c. Methods and materials in health education 
including such areas as personal hygiene, 
anatomy and physiology, community health, 
safety, first aid, home nursing, child develop- 
ment and care, and nutrition 

d. Sociology including such areas as applied 
sociology, family casework, and education for 
family living 

e. Public school curriculum including such areas 
as curriculum building in health, nutrition, and 
safety 

i. Special health problems in education including 


such areas as vision conservation; hearing 
conservation; dental health; prevention and 
control of tuberculosis and other communicable 
diseases; and care, health supervision, and 
education of handicapped or exceptional chil- 
dren. 


TEXAS 

The Committee for the Improvement of School 
Nursing Service of the Texas SopHn participated 
in a cooperative workshop on teacher certification 
and professional standards in the summer of 1950. 
The other groups represented in the workshop were 
the Texas Education Agency, Texas State Teachers 


Association, Texas Vocational Education Council. 
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Proposed standards for school nurse certification 
were set up. These are to be given further study. 
They are printed here for general interest and to 
indicate trends and progress in the area of certifica- 
tion of nurses in school services. 


School nurse 

To receive the provisional certificate to serve as 
nurse in the public schools, it is recommended that 
the applicant meet the following requirements: 

1. Shall have completed training as a registered 
nurse covering three years’ work in an approved 
program of nursing 

2. Shall have current registration as a nurse in 
Texas 

3. Shall have completed a minimum of thirty 
additional semester hours of work in approved pro- 
grams of: 

. Public health nursing, including the field of 
nursing in the school health program 


. Professional courses in education, including 
those areas stipulated by the state accrediting 
agency as basic for all professional personnel 
working in public schools. 

To receive the standard certificate to serve as 


WHERE ARE 


If you know the present address of any 
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school nurse, the candidate shall have completed a 
fifth year or more of college work in an approved 
program culminating in a bachelor’s degree with a 
major in the field of specialty and fully complying 
with the requirements in general and. professiona! 
education set up for other school personnel. 


WISCONSIN 

In 1949 a committee representing the state depart- 
ments of public instruction and of health and the 
board of nurse examiners established standards for 
the certification of school nurses. 

Provisions are made for issuing both the limited 
and permanent certificate. To receive the former 
a nurse must be a high school graduate or its 
equivalent, eligible for university matriculation, a 
graduate of an approved school of nursing and 
eligible for state registration, employed in Wisconsin, 
and must have not less than fifteen semester hours 
of credit in an approved course in public health 
nursing. The permanent certificate is based on the 
above qualifications plus the completion of not 
less than one academic year in an approved course 
in public health nursing within three years of em- 
ployment. 


THEY NOW? 


of the following individuals, will you please 


send a postcard with this information to Nopun headquarters so that we may bring our 
records up to date? Last known addresses are given here. 


ARIZONA 
Bilveu, Lillian—Moon Vista Apts., Yuma 


COLORADO 
Saterberg, Mrs. Ethel, 659 Cherokee, Denver 4 


CONNECTICUT 
Kamerzel, Marv J., 29 South Main Street, Branford 


GEORGIA 
Nicholson, Battey, Chatham-Savannah Health 
Council, 23 E. Charlton Street, Savannah 


ILLINOIS 
Donlin, Grace, 442 Deming Place, Chicago 14 


INDIANA 


Culler, Eileen M., 1718 St. Joe Blvd., Ft. Wayne 


Hatfield, Catherine, 807 Atwater Avenue, Bloom- 
ington 


MASSACHUSETTS 


Aldrich, Mildred, Holyoke Nurses Association, 


Holyoke 


Tracy, Mrs. Gladys W., 40 Rockview Street, 
Jamaica Plain 


MICHIGAN 
Brenner, Anita G., 9743 Martindale, Detroit 4 
Clatworthy, Pearl, 15768 Wisconsin, Detroit 21 
Forrest, Mrs. Eloise, 3961 Weddel, Dearborn 
Logan, Eva, Department of Health, Detroit 1 
McCarthy, Mrs. Genevieve G., 6851 Bingham, 
Dearborn 
Opperman, Nina, 18017 Murray Hill, Detroit 35 


MINNESOTA 
Beasley, Florence A., University of Minnesota, 
351 Sanford Hall, Minneapolis 
Fink, LaRue, Public Health Nursing Service, Roch- 
ester 


Kurth, Marillyn R., 1317 E. 2 Street, Duluth 


MISSOURI 
Couste, Mrs. Juanita S., 715 E. 9 Street, Kansas 
City 6 
(Continued on page 54) 
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Priorities in Public 


Health Nursing Education 


A Statement of Recommendaticns by the 
NopHN Education Committee 


PLANNING public 
health nursing education must be based upon 
facilities and needs. Resources and facilities 
for public health nursing education lie in two 
main areas: (1) universities and colleges and 
administering public health 
nursing services. When demands are numer- 
ous and facilities limited, priorities must be 
defined in order that long-range goals may 
not be lost sight of while immediate objectives 
are being achieved. 

The first and most pressing need is the 
service need—the need for well qualified pub- 
lic health nurses to fill current periodic va- 
cancies and newly created positions and re- 
placements in public health nursing services. 


(2) agencies 


Other demands—constantly increasing de- 
mands—upon public health nursing educa- 


tional resources lie in the areas of total nursing 
education (not necessarily education of the 
specialist in public health nursing) and the 
education of related health professions, such 
as medicine, public health, dentistry, and nu- 
trition. 


Recommendations for the Development 
of University Facilities for Public 
Health Nursing Education 
Let us look first at priorities in relation to 
the resources and facilities of universities. 
From 1912 until 1945 public health nurses 
in community groups and through their pro- 
fessional associations encouraged the develop- 
ment of educational programs for graduate 
nurses to prepare them to work in beginning 
public health nurse positions in public health 
nursing services. During that time forty-four 
universities responded to the demands and 


established programs of this type. The peaks 
of development occurred in two separate ten- 
year periods. The first was from 1912 to 
1922 when sixteen programs received recogni- 
tion by the National Organization for Public 
Health Nursing, and the second was from 
1935 to 1945 when twenty-four programs 
were accredited by the Nopun. Not all of 
the programs established since 1912 have sur- 
vived; nine have been permanently discon- 
tinued and three were discontinued for a 
period of from five to twenty years. 

The programs were discontinued in_ all 
probability because of one or more of the 
following factors: lack of well qualified fac- 
ulty, failure to attract students, financial 
limitations. Such a record raises several 
questions: Were too many programs estab- 
lished? Have there been times when it was 
not possible to maintain that number of good 
programs in the United States? Might the 
facilities of some universities have been de- 
veloped more constructively to meet other 
needs in nursing education? 

Looking at the problem from another as- 
pect reveals some interesting facts. Even 
though sincere efforts have gone into this 
type of education for many years and _al- 
though it accounts for the preparation of the 
largest number of nurses who qualify for pub- 
lic health nursing positions, only one third of 
the nurses employed in public health nursing 
services have completed a year or more of 
the recommended preparation. One would 
conclude that, although the education is avail- 
able, graduate nurses are not able, for some 
reason, to secure the benefits of such educa- 
tion. The basic problem, therefore, is prob- 
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ably economic—a fact which was constantly 
borne out when enrollments increased in these 
programs as graduate nurses were able to 
pursue further education by virtue of finan- 
cial benefits which were made available under 
the Social Security Act and the G.I. bill of 
Rights. 

The question is often asked, do we need 
more of these programs? In 1945 the NopHN 
Committee on Accreditation stated its belief 
that there was no need to encourage the de- 
velopment of additional educational programs 
in public health nursing for the preparation 
of graduate nurses for beginning public health 
nurse positions. It was not possible at that 
time for universities to secure a_ sufficient 
number of public health nurses who held the 
qualifications recommended by the NopHn 
for the directorship of such a program. (See 
“Recommended Qualifications for Public 
Health Nursing Personnel, 1940-1945” and 
“Recommended Qualifications: An Interim 
Report by the Committee for Revision.” See 
also “Recommended Qualifications for Public 
Health Nursing Faculty and Teaching Per- 
sonnel.”’) There had been a great problem, 
too, in securing adequate facilities for field 
instruction and training to meet the demands 
of the already established educational pro- 
grams in public health nursing. 

Today the same position is valid. Anyone 
who has been associated with a university 
conducting educational programs in nursing 
for which public health nurse faculty is needed 
knows that there is a dearth of such qualified 
personnel. Fulltime enrollments appear to be 
decreasing and this trend will probably con- 
tinue unless and until some form of scholar- 
ship aid is available for large numbers of 
graduate nurses who are interested in securing 
university preparation for public health nurs- 
ing. Additional satisfactory field resources 
are not available in sufficient quantity to pro- 
vide the lengthy period of field instruction 
which is an essential part of this particular 
educational pattern. 

The Norpun Education Committee, there- 
fore, reaffirms today the position that addi- 
tional university programs in public health 
nursing for the preparation of graduate nurses 
for beginning public health nurse positions in 
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public health nursing services should not be 
developed. 


Scholarships and other aid needed 

Action becomes necessary when the balance 
between needs and resources cannot be maia- 
tained. Sometimes such action brings to 
certain groups and sections of the country 
problems which must be solved through con- 
certed action. It is recognized that many 
public health nurses without special prepara- 
tion are located in sections of the United 
States where approved university programs 
in public health nursing are not established. 
There are, however, distributed widely 
throughout the United States 1,808 institu- 
tions of higher education. Through these 
resources graduate nurses may secure instruc- 
tion in general educational subjects which are 
either prerequisite to or are a part of approved 
professional programs for public health nurses. 
These are usually courses leading to the de- 
velopment of communication — skills and 
courses in psychology, sociology, and peda- 
gogy. Even if this general academic prepara- 
tion can be secured locally, the problem of 
professional instruction still remains. It then 
becomes a challenge to those interested in 
public health nursing to aid graduate nurses 
to obtain the necessary scholarships, leaves 
of absence, and other assistance which will 
enable them to secure the education for pub- 
lic health nursing in the universities where it 
is now offered. 

In various sections of the United States 
universities might find it necessary to do some 
pooling of resources, some shifting of empha- 
sis, extramural activities, and experimenta- 
tion in public health nursing education if 
they are to meet the needs of the nurse who 
has entered the field of public health nursing 
without the full preparation required to per- 
form her work. Perhaps this can best be ac- 
complished through regional planning for pub- 
lic health nursing in which nursing groups, 
universities, and others interested in this 
problem unite. 


Collegiate basic programs a priority 
The Nopun Education Committee has 
stated its belief that collegiate basic education 
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is a new priority in university education in 
preparing personnel for beginning public 
health nurse positions under supervision in 
public health nursing services. 

If the interest of universities in public 
health, nursing education can be secured, 
might it not be well to urge universities to 
make their resources and facilities available 
for the establishment of collegiate basic pro- 
grams whose graduates are ready, without 
further formal education, to enter the field of 
public health nursing? Would not employers 
welcome the opportunity to recruit larger 
numbers of these nurses who would not have 
to interrupt their service responsibilities to 
supplement lacks in their preparation? 

If recognition is given to collegiate basic 
nursing education as a priority in the uni- 
versity today, the university that establishes 
or conducts such a program and also has an 
approved educational program in public 
health nursing for graduate nurses is in a 
unique position. The faculty and the re- 
sources of the latter program are already 
available to assist in helping those responsible 
for the basic program to accomplish one of 
its objectives, namely, the preparation — of 
nurses for beginning public health nurse po- 
sitions under supervision in public health 
nursing services. 

One of the sections of the Nopun, the 
Collegiate Council on Public Health Nursing 
Education, has recorded its willingness to 
further collegiate basic nursing education, es- 
pecially where such education will prepare 
public health nurses of the future. The mem- 
bership of the Collegiate Council consists of 
the fulltime public health nurse faculty mem- 
bers who are teaching in educational programs 
approved for public health nursing. The 
Council possesses the type of leadership which 
has brought public health nursing education 
to its present state of development and it 
could also be a potent force in implementing 
this new priority in education for professional 
responsibilities in nursing. 


Priorities for Public Health 
Nursing Services 
It was pointed out earlier that any system 
of priorities should be oriented to service 
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needs. If this is true, public health nursing 
services should make their facilities for field 
instruction available first to those groups who 
because ‘of such instruction will at once in- 
crease the number of qualified nurses in public 
health nursing services. Previous statements 
of priorities published by the Nopun have 
emphasized this principle. (See “Selection of 
Students for Affiliation in Public Health 
Nursing,” Pustic HeattH Nursine, April 
1939, pages 204-205, and “Priorities in Field 
Training Opportunities in Public Health Nurs- 
ing,’ Pustic HEALTH NuRsING, September 
1947, pages 472-473.) 

After a thorough review of the problem the 
Education Committee of the NopHN recom- 
mended to the Nopun Board of Directors in 
January 1950 that the following priority 
groups be established for supervised field in- 
struction in public health nursing § services: 


Students in approved programs 

Students enrolled in educational pro- 
grams in nursing approved for public health 
nursing by the National Nursing Accredit- 
ing Service. These include: (1) university 
programs preparing graduate nurses for 
beginning public health nurse positions in 
public health nursing services and (2) col- 
legiate basic programs which — prepare 
nurses for beginning public health nurse 
positions under supervision in public health 
nursing services. 


Other collegiate students 

Students enrolled in collegiate programs 
in nursing (not yet approved for public 
health nursing by the National Nursing 
Accrediting Service) which have as one of 
their stated objectives the preparation of 
nurses for beginning public health nurse 
positions under supervision in public health 
nursing services. The schools are taking 
steps to accomplish this purpose. 


Faculty and prospective faculty 


Nursing faculty teaching in the above 
collegiate schools of nursing and graduate 
nurse students in universities who are pre- 
paring themselves for faculty positions in 
collegiate programs. 
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It was also recommended that public health 
nursing services which have the facilities en- 
gage in experimentation in field instruction of 
students enrolled in schools of practical nurs- 
ing provided those schools are accredited by 
the National Association: of Practical Nurse 
Education or by the appropriate body in the 
state in which the school is located. 

Universities have within their borders the 
resources to develop the essential theory 
which gives the student certain knowledge and 
understandings. In order to learn how to 
give public health nursing care to families in 
the home, in school, at work, and in the 
community, realistic learning experiences 
must be provided in the type of agency that 
renders such service to the community. Pub- 
lic health nursing services provide the setting 
in which such direct instruction may take 
place. To date no other acceptable substi- 
tute has been discovered for the satisfactory 
development of the abilities needed to begin 
to fulfill the responsibilities inherent in public 
health nurse positions in public health nursing 
services. 

Resources for field instruction in public 
health nursing services are not available in 
proportion to the demands that are made 
upon them. Therefore these facilities must 
be reserved for those students and nurses 
(1) who are best prepared to participate in 
and benefit by such an educational exper- 
ience (2) who will be able to apply their 
knowledge in their own setting in a manner 
that will aid in achieving the objectives of 
public health and meeting the service needs 
for public health nursing in the community. 


Students in approved programs 

Approved university programs in public 
health nursing which prepare graduate nurses 
for beginning public health nurse positions in 
public health nursing services require approx- 
imately 640 clock hours of supervised field 
instruction in a public health nursing service. 
This amounts usually to a four-month period. 
In some instances it is given concurrently 
with theoretical instruction; more frequently 
it is given in a block of instruction. Very 
often the field instruction is a terminal ex- 
perience in the educational program and the 
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we 


nurse is immediately available for a position 
in a public health nursing service. This per- 
iod of field instruction is based upon the 
realization that the most effective way to 
prepare the public health nurse practitioner 
is through an_ interrelated curri-ulum of 
theory and practice. The length’ of time 
(four months) is that considered by univer- 
sities and agencies working together for the 
public health nursing education of graduate 
nurses to be of sufficient duration to accom- 
plish the objectives stated in “The Public 
Health Nursing Curriculum Guide,’* Part 
Eight, ‘Field Experience.” The time re- 
quirement is specified in the criteria estab- 
lished by the Nopun for this type of educa- 
tion. (See ‘Essential Requirements for Pro- 
grams of Study in Public Health Nursing for 
Graduate Nurses Preparing for First Level 
Staff Nurse Positions,” available from the 
Nopun and published in the Manual of Ac- 
crediting Educational Programs in Nursing.) 
In recent years there has been some experi- 
mentation with respect to time, content, and 
method in providing this essential experience. 

Approved collegiate basic nursing programs 
require at the present time at least two 
months (eight weeks) of supervised field in- 
struction in a public health nursing service. 
In fact, this experience is one of the condi- 
tions necessary for such a program to qualify 
for accreditation for public health nursing. 
(See “Criteria for Collegiate Basic Profes- 
sional Programs Designed to Prepare Their 
Graduates for First Level Positions in Public 
Health Nursing under Supervision,” available 
from the NopHn and published in the Man- 
ual of Accrediting Educational Programs in 
Nursing.) Field instruction, moreover, is 
usually one of the culminating experiences in 
the basic student’s total educational program. 
During the senior part of her clinical exper- 
ience the student is rotated to supervised 
field instruction in a public health nursing 
service. 


* Joint Committee of the National Organization for 
Public Health Nursing and the United States Public 
The public health nursing curriculum 
Organization for 
206 p. $2. 


Health Service. 
guide. N. Y., National 
Health Nursing, 1942. 


Public 


| 
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Although the number of collegiate basic 
nursing programs approved for public health 
nursing is small (see “Programs of Study for 
the Preparation of Public Health Nurses’’) 
variations do occur in the length of time pro- 
vided for field inst.uction. In one school the 
period extends over a university quarter, of 
twelve weeks; in another two additional 
months of field instruction are offered to 
students on an elective basis. Integrated 
throughout the entire nursing curriculum are 
selected observations and other learning ex- 
periences which are provided by and in public 
health nursing services. 

If the objectives of these collegiate basic 
programs are achieved, the students assigned 
to public health nursing services for super- 
vised field instruction are well grounded in 
the clinical aspects of nursing. They have a 
sound foundation in the social sciences that 
are basic to an understanding of human re- 
lations and social needs. Intertwined and 
interwoven throughout nursing and other sub- 
jects they have studied is the concept of 
health—-its meaning, its significance, how it 
is achieved, how it is preserved, how persons 
are restored to a favorable state of health 
after illness and how they are rehabilitated 
into family life and into the pursuits of the 
community. They have had instruction re- 
garding the concepts and principles of public 
health nursing. 

Some knowledge of how public health is 
organized in a community is also a part of 
their equipment when they begin their exper- 
ience in a public health nursing service. There 
is no need at that time to introduce them to 
the health information essential for teaching 
people and their families the way to health. 
There is no need to acquaint them with the 
patterns of disorganization of family and 
community life and the underlying philosophy 
behind the multiplicity of social and health 
agencies that society has developed to meet 
some of the fundamental human needs. They 
appreciate the meaning of teamwork and the 
interdependency of various professional work- 
ers and the need for them all to work to- 
gether for the maintenance of family and 
community well-being. They are aware of 
the many ramifications—emotional, health, 
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and social-——arising from the illness of one 
member of the family unit. They sense the 
public health significance of widespread ill- 
ness or death in the community. They know 
in general what facilities and resources, might 
be marshalled and brought into play toward 
the reduction and elimination of hazards to 
healthful living in family groups, in school 
groups, in work groups, and in the com- 
munity at large. 

With some introduction to the specifics in 
a given public health service and a given com- 
munity, these students can be guided in their 
management of selected families and in per- 
forming the daily duties of the beginning 
practitioner in public health nursing. They 
develop the skills of this practitioner. They 
gain increasing competence and understand- 
ing of public health nursing activities through 
the planned conferences and supervision which 
accompany their experiences in this setting. 

For the student, supervised field instruc- 
tion provides an opportunity for a vocational 
tryout in a field somewhat different from the 
hospital setting in which much of her other 
learning in nursing has been secured. For 
the public health nursing service the recruit- 
ment possibilities are numerous—are, in fact, 
in direct proportion to the number of such 
students accepted for education of this type. 


Other collegiate students 

The counterparts of the students described 
above are found in various stages of develop- 
ment in other collegiate basic schools of nurs- 
ing. As new collegiate programs in nursing 
are established their numbers will increase. 
Frequently the development of these pro- 
grams is handicapped by only two lacks— 
lacks which the field of public health nursing 
can meet. One is the lack of a well qualified 
public health nurse faculty member on the 
staff of the school of nursing. (See faculty 
qualifications as stated in “Criteria for Col- 
legiate Basic Professional Programs Designed 
to Prepare Their Graduates for First Level 
Positions in Public Health Nursing under 
Supervision” and in “Recommended Qualifi- 
cations for Public Health Nursing Faculty 
and Teaching Personnel.’’) The other is the 


lack of supervised field instruction in a public 
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It is wasteful indeed 
for graduates of these collegiate programs to 
have to spend additional time in preparing 
themselves for beginning public health nurse 
positions when the initial period of time re- 
quired for completion of a collegiate nursing 
program could have made them eligible for 
beginning positions under supervision in pub- 
lic health nursing services. 

We in public health nursing have not done 
enough if we have offered students in collegi- 
ate professional programs in nursing only oc- 
casional visits with public health nurses or 
short periods of observation and_ practice. 
This group is a priority group that needs 
supervised field instruction in a public health 
nursing service for a minimum period of two 
months (eight weeks). 


health nursing service. 


Faculty and prospective faculty 

The education of the nurse who will meet 
the service needs in public health nursing be- 
gins as soon as she decides to enroll in an 
educational program in nursing leading to- 
ward her professional preparation. Every 
faculty member who guides the  student’s 
learning experiences is consciously or uncon- 
ciously helping the student to develop certain 
understandings, abilities, and skills which will 
enable her later to fulfill nursing responsi- 
bilities in public health nursing services. The 
scope of human needs and their significance, 
and the experiences in the field of public 
health nursing required to answer these needs 
are unknown to many of the nurse faculty 
members who are teaching in collegiate basic 
schools of nursing today. Some graduate 
nurses who are preparing through university 
education for faculty positions in collegiate 
programs have not had educational or work 
experiences in public health nursing. If 
agencies would offer this group supervised 
field instruction, these nurses would be bet- 
ter prepared to give their students some of 
the understandings basic to the development 
of a public health nursing point of view. 
The length of this experience for faculty 
members or prospective faculty members of 
collegiate schools of nursing will vary depend- 
ing upon the previous experience of these 
nurses, their needs, and the conditions under 
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which it is possible for them to accept such 
instruction and guided experience. The time, 
however, should not be so short that its pur- 
poses are not achieved or the experiment is 
meaningless. 


Summary 

Any plan for the selection of students for 
supervised field instruction in public health 
nursing services should be directed toward 
increasing the supply of nurses who, upon 
completion of an educational program, are 
qualified to fill positions in public health 
nursing services. This statement of priorities 
has been developed with this purpose in mind. 

Field instruction should be planned as a 
part of a total educational pattern. At the 
time a student or graduate nurse presents 
herself for this experience, the public health 
nursing service cannot give her the theoretical 
instruction and other basic experiences that 
are inherent in the health and social aspects of 
nursing. These are prerequisite to field in- 
struction and can and should be learned else- 
where. 

This current statement of priorities intro- 
duces nothing new in the way of principles 
or concepts. Students enrolled in approved 
educational programs which prepare nurses 
for beginning public health nurse positions 
in public health nursing services have always 
been in the priority groups. (See “Selection 
of Students for Affiliation” and “Priorities in 
Field Training Opportunities in Public 
Health Nursing.) Students enrolled in 
schools of nursing that are able to provide 
the more comprehensive type of nursing edu- 
cation were included in the priority groups 
in 1939. (See “Selection of Students for 
Affiliation.”) Today it is recognized that the 
university or college, all other things being 
equal, has the most satisfactory resources and 
facilities for providing the most comprehen- 
sive type of nursing education desirable for 
the nurse who will carry out public health 
nursing responsibilities. 

Faculty and teaching personnel in schools 
of nursing have traditionally been considered 
in the priority groups, and yet public health 
nursing facilities have been used least fre- 
quently for these nurses. (See “Selection of 
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Students for Affiliation” and “Priorities in 
Field Training Opportunities in Public Health 
Nursing.) Perhaps there may be periods 
wher in collegiate schools of 
nursing could be released for this purpose. 
Certainly field placements in public health 
nursing services could be planned as part of 
the educational program for graduate nurses 
enrolled in university programs designed to 
prepare faculty for collegiate education in 


faculty basic 


nursing. 

More successful implementation of priori- 
needed. This will require a closer 
working relationship between the university 
and other collegiate institutions and public 


ties is 


health nursing services. Leadership may 
come from either direction. Sound educa- 
tional motives rather than personal feelings 


or capitulation to pressure should be the 
guiding factor in the selection of students 
and faculty for supervised field instruction in 
public health nursing services. 
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A Forty-Year Demonstration 
of Public Health Nursing by the 
Metropolitan Life Insurance ‘Company 


A DEMONSTRATION is defined as “a 
method of showing that from given premises 
certain results must follow.” We are not 
generally accustomed to thinking of a pro- 
gram that lasts for more than forty years as 
a demonstration. However, when Leroy A. 
Lincoln, president of the Metropolitan Life 
Insurance Company, made public the com- 
pany’s decision to terminate its nursing serv- 
ice by January 1, 1953, he announced the 
successful conclusion of such a demonstration. 
Few people have considered the company’s 
program in that light because it has become 
so much a part of the total public health 
nursing movement. 

The nursing service has always been an 
extra privilege extended to Metropolitan 
policyholders who lived where service was 
available; it was never a part of the insur- 
ance contract between the company and its 
policyholders. Even in the early days of the 
service, its successful termination was antici- 
pated. Dr. Lee K. Frankel, who first directed 
the programs of the Welfare Division, is re- 
ported to have said repeatedly to groups of 
nursing personnel, “We must all cooperate in 
order to work ourselves out of a job; then 
we shall know that our efforts have been con- 
structive and our results accomplished.” 

Let us look again at the definition of a 


Dr, Armstrong is second vice-president and Miss 
Haupt is director of the Bureau of the 
Health Welfare Metropolitan Life 
Insurance Company. 


Nursing 


and Division, 


DONALD B. ARMSTRONG, M.D. 
ALMA C. HAUPT, R.N. 


demonstration and see how Metropolitan 
Nursing Service fits into it. What were the 
premises when the service was started in 
1909 and what are the results in 1950? 


How MLI Nursing Service Began 

In the early 1900’s the workingmen and 
their families who made up the bulk of Metro- 
politan’s industrial policyholders were lagging 
behind the rest of the country’s population 
in health and longevity. In 1909 the com- 
pany established a Welfare Division to bring 
to these policyholders knowledge of what 
could be done to control the diseases which 
were taking a heavy toll of life and health. 
The company’s agents took into the homes 
they visited regularly health pamphlets con- 
taining lifesaving information. Appropriately, 
it was Lillian D. Wald of New York’s famous 
Henry Street Visiting Nurse Service who 
told Dr. Frankel: “There is a need among 
your policyholders which neither the agents 
nor your pamphlets can fill. That need is for 
visiting nurse service for the sick.” 

As a result of her suggestion nursing service 
was begun for a three-month trial period in 
one section of Manhattan. The visits were 
made by Henry Street nurses at a cost to the 
company of fifty cents per visit. The value 
of this service quickly became apparent. A 
study of pneumonia patients, for which, un- 
fortunately, no record is available, showed 
that those who had nursing service recovered 
faster than those who did not. The tremend- 
ous need for nursing care was clear long be- 
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fore the trial period was over, and Metro- 
politan decided to extend the service to cther 
cities immediately and in 1910 to Canada. 


Achievements of the Service 

Wherever standards permitted, existing 
local nursing organizations were used. Where 
no appropriate agency was available the 
company employed its own salaried nurses. 
Especially for urban communities this proved 
to be a tremendous incentive for expansion 
Many towns received their first 
demonstration of the value of visiting nurse 
service from the work of the Metropolitan 
nurse and were encouraged to establish their 
own community services. 

Visiting service was established to 
show that nursing care could help to prevent 
sickness and premature death. 


of service. 


nurse 


It has done 
It has helped the sick to 
recover earlier and get back on their feet 
sooner than they might otherwise have done. 


this in many ways. 


It has helped patients with chronic disease 
and their families make longterm plans for 
recovery and for appropriate use of commu- 
nity facilities. In the course of these ac- 
complishments the Metropolitan has paid 
$106,000,000 for its nursing service from 1909 
through 1949. This is no doubt the largest 
single amount paid by 
nursing 


any one voluntary 
Now the picture 
Some of the developments in MLI 
nursing service over the years are given in 
Fable I 

Among the factors which have helped to 
bring about these changes are increased hos- 


organization 
changes. 


pitalization, more public health facilities, new 
therapeutic procedures, early ambulation for 
surgical and maternity cases, health education 
of the general public, and an increase in cov- 
erage by medical care plans. As a result, the 
chief future needs for bedside care seem to be 
among the chronically ill, a group to which 
the Metropolitan has been offering limited 
service for a maximum of six visits per case. 


Ability to Pay Has Increased 
Dr. Louis | 
and statistician of the company, has pointed 


Dublin, second vice-president 


out that in 1909 the average earnings of in- 


dustrial policyholders were approximately $15 
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MLI NURSING SERVICE 
COMPARISON OF TYPES OF CONDITIONS FOR 
WHICH NURSING SERVICE WAS GIVEN IN 

1929 AND 1949 


1949* 
(percentage) 


1929* 
(percentage ) 


Change in 


Conditions Percentage 


Total 100.0 100.0 
Acute and 

communicable 16.2 $8.7 32.5 
Chronic 

conditions 17.9 5.1 +12.8 
Newborn 253 14.9 +10 
Maternity 21.1 6.4 
Injuries 

and others 13.3 10.2 + 3.1 


*Percent distribution of conditions for 
policvholders received nursing care. 


which 


or $16 a week. At the present time they are 
more than four times that. In spite of the 
increased cost of living the whole economic 
status of industrial workers and their families 
has immeasurably improved. Therefore, in- 
dustrial policyholders have greater ability to 
pay for nursing service now than they had 
when the service was started by the company. 
Statistics collected since 1933 show a fairly 
consistent downward trend in the number of 
visits made by both the salaried nurses and 
the VNA staffs to Metropolitan policyholders. 


Health Will 


As MLI has announced earlier, the Health 
and Welfare Division will maintain its health 
education program with such new emphases 
and modifications as may be indicated from 
time to time. 


Education Continue 


Appropriate company pam- 
phlets, posters, exhibits, motion pictures, and 
films will continue to be made available to 
nursing groups. As in the past, we shall 
count on the valued cooperation of nurses in 
visiting nurse health depart- 
ments, schools, and industry in the use of our 
materials for the improvement of the health 
of the public. Suitable material will also be 
made available to faculty and students in 
schools of nursing and university programs 
of study in public health nursing. 

Following Mr. Lincoln's announcement of 
the discontinuance of the Metropolitan Nurs- 
ing Service by 1953, we received many letters 
from affiliated nursing 


associations, 


services and other 


| 
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agencies. ‘They express surprise, regret, ap- 
preciation, and understanding. Many have 
mentioned the Metropolitan’s contribution to 
public health nursing over the past forty 
years through the extension of bedside nursing 
care, through financial support for the nurs- 
ing movement, and through the promotion of 
higher standards of service. It has been grati- 
fying to hear how valuable the visits of the 
company’s territorial nursing supervisors have 
been. 

The company wishes to express its thanks 
for the understanding attitude manifested. It 
expects to aid in every feasible way to make 
the transition period up to 1953 contribute 
as much as possible toward the development 
of adequate and permanent community nurs- 
ing facilities. 


Easing the Transition 

We should like to report on a number of 
steps already taken: 

1. Helen Snow, area supervisor, and Mar- 
jorie Adams and Judith Wallin, territorial 
supervisors, have been loaned to the NoPHN 
‘ to give field service to communities where we 
have had Metropolitan salaried nurses and 
where there is need to strengthen a visiting 
nurse service or start a new one. In addition, 
a financial grant has been made to the NopHN 
for related secretarial assistance and travel. 

2. Helen Connors, a territorial supervisor, 
has been loaned to the NopHN to act as sec- 
retary of the joint Committee of the ANA 
and Nopun on Nursing in Medical Care 
Plans. 

3. A conference on community organization 
for public health nursing has been conducted 
by Ruth Fisher and Dorothy Rusby of the 
Nopun staff for the benefit of our territorial 
nursing supervisors. 

4. Conferences have been held with repre- 
sentatives of Community Chests and Councils 
of America, Inc., which resulted in: 


(a) The distribution by Community 
Chests and Councils of Mr. Lin- 
coln’s announcement with a cov- 
ering letter to all local chests con- 
cerned. 

The offer of Community Chests 
and Councils to keep local chests 
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and councils currently advised of 
developments. 

Experimentation, under the di- 
rection of a NopHN committee, 
with a method to determine the 
probable reduction in visiting 
nurse association caseload and in- 
come as a result of the with- 
drawal of MLI contracts. The 
Visiting Nurse Society of Phila- 
delphia and the Visiting Nurse 
Service of New York are cooper- 
ating in pilot studies on this sub- 
ject, and as soon as results are 
available they will be announced. 

Calling for special attention are the 185 
communities in the United States where we 
have employed about 300 Metropolitan 
nurses because there was no appropriate 
agency with which to affiliate. It is largely to 
help these communities develop adequate 
public health nursing service that the com- 
pany has entered into the new cooperative 
arrangements with the NopHN. After care- 
ful study of these salaried nurse centers forty 
have been referred to the NopHn for advisory 
service. Other centers in the Pacific Coast 
Territory will be added later. The 145 re- 
maining centers will be visited by our Metro- 
politan territorial supervisors. 

The company is also making every effort 
to assist its salaried nurses through a gener- 
ous revision of the retirement program, sepa- 
ration allowances, and professional counsel- 
ing by members of the Nursing Bureau staff. 
The home office territorial supervisory staff 
has now been reduced from ten to five, three 
through loan to the NopHN and two through 
esignation for challenging new assignments. 
Therefore, the area of each of the remaining 
supervisors has been greatly enlarged to en- 
compass the big job that lies ahead. 

Obviously it will no longer be possible to 
keep up our regular territorial supervisory 
visits to affiliated agencies, but we hope that 
the NopHN may continue a comparable serv- 
ice on a regional basis. However, within the 
limits of our home office and head office staffs 
we will try to meet requests of agencies for 
field service and to give such aid as is pos- 
sible through correspondence and attendance 
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at national, regional, ‘state, or local meetings. 
Provision of our health education materials 
will continue as in the past. 

Working together with the NopHn and 
other agencies, we hope that this decision to 


A Joint Attack upon Chronic Disease 


Continued from page 25 


national, state, and local agencies. The U. S. 
Public Health Service has made available the 
facilities formerly occupied by the Buffalo Ma- 
rine Hospital. These consist of a seventy-five- 
bed hospital plus four auxiliary buildings 
which are suitable for outpatient services or 
convalescent care. The state, through the De- 
partment of Health, is providing the neces- 
sary funds. The University of Buffalo, 
through its College of Medicine, is taking the 
responsibility for operating the hospital and 
directing the research. The hospital is known 
as the Chronic Disease Research Institute and 


Please note new address: 
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terminate our service and close this forty- 
year-old demonstration will be a new mile- 
stone in the progress of public health nursing, 
a cause which commands the full devotion of 
all of us. 


will conduct investigations directed at the 
development of improved methods of preven- 
tion, diagnosis, treatment, and rehabilitation 
in chronic disease. Among the special proj- 
ects will be a rehabilitation center for pa- 
tients suffering from chronic alcoholism, a 
rehabilitation unit, and a multiple disease 
screening unit. 

In the future we hope there will be other 
centers of this type in New York and in other 
states. New methods and technics, developed 
through concentrated research supported by 
all interested agencies, are necessary if we 
are to achieve a degree of success comparable 
to that reached in our earlier public health 
endeavors. 


International Health 


SWEDEN 

Sweden, a land where social policy is highly 
developed and official responsibility for health 
services marked, is moving to place the best 
in medical care within the reach of every 
citizen without special expense. 

One major step has been taken, reports 
Ann Margret Lundgren of the Swedish Red 
Cross in the July-September /nternational 
Health Bulletin of the League of Swedish 
Red Cross Societies. A program of com- 
pulsory health insurance and free hospital 
treatment for every citizen goes into operation 
next July. There is also agreement on the 
value of health centers in which the indissolu- 
bly related preventive and curative program 
in maternal and infant care, examination of 
school children, mass radiography, et cetera, is 
carried on. These services, which now reach 
. a large proportion of the public, will be ex- 
panded. 

Another proposal calls for a “health book” 
for every citizen. Each doctor consulted 
would enter results of his examinations and 
comments in the books. 


Health insurance 

The population, 60 percent of whom are 
now insured under private plans, will be com- 
pletely covered under the new compulsory 
program. The benefits provided under the 
system, to which everyone except children 
and housewives who do not work must con- 
tribute, include allowances for medical ex- 
penses and for travel related to illness, on the 
basis of a fixed rate. That medical expenses 
may be greatly in excess of the fixed rate of 
indemnity is recognized and plans are being 
considered to remedy this flaw. 

The patient selects his own doctor under 
the system. He is given free hospitalization, 
and, when hospitalized, receives a family 
allowance. Pharmacists make up needed pre- 
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scriptions at half or no cost, receiving state 
refunds. 

The government is exploring ways to in- 
crease its health personnel. Medical faculties 
of universities are being expanded. The age 
limit for enrollment in nursing school has 
been reduced. from twenty-one to nineteen, 
and it is planned to shorten the period of 
professional training by six months. Changes 
in the preparation of the midwife are also 
in the offing. Since a high percentage of 
confinements now take place in nursing 
homes, the midwife’s duties have shifted from 
attendance at confinements to preventive 
hygiene for mothers. Accordingly there are 
plans to transform her training into a com- 
bined preparation in nursing and midwifery. 


WHO—UNICEF 

A bright aspect of our international picture 
is the constructive work being done for chil- 
dren by UN’s World Health Organization and 
the International Children’s Emergency Fund. 
Their task is enormous. In large areas of the 
world child care services are virtually un- 
known. The infant mortality rate sometimes 
reaches 400 per thousand. 

The policy of both agencies, aside from 
certain emergency aid, is to help nations set 
up their own programs for children, to show 
how rather than to do. To this end, WHO 
has set up advisory services in five of its six 
regional areas. From these centers public 
health nurses and advisers in maternal and 
child health and in malaria, tuberculosis, and 
venereal disease control fan out on projects 
for the governments in their areas. Some of 
these are joint undertakings in which WHO 
supplies the skilled staff and UNICEF sup- 
plies and equipment. 

WHO's training program is an important 
part of its design to stimulate governments to 
build their own programs. During the past 
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two years sixty-eight fellowships were granted 
to health officers, doctors, and nurses from 
nineteen countries for training in modern tech- 
nics of child care. WHO has aided govern- 
ments to establish group training programs, 
encouraged reforms in professional education, 
and furthered the exchange of scientific in- 
formation. 


Epidemic control 

In partnership the two agencies are bringing 
under control several epidemic diseases which 
threaten children. With the help of the Scan- 
dinavian Red Cross Societies they have given 
millions of children protection against tuber- 
culosis through the BCG immunization cam- 
paign. Malaria has been successfully fought 
in southeast Asia and in the Eastern Mediter- 
ranean. Large numbers of young children in 
Haiti, Indonesia, and Thailand will be free 
of syphilis and yaws through their efforts. 

Requests for aid from national governments 
run a wide gamut. WHO has helped the 
Philippine Republic to set up a child guid- 
ance program, Finland to discover the cause 
for an increase in infant mortality, Chile to 
deal with poliomyelitis. For some projects 
WHO and UNICEF pool their resources. A 
case in point is the child care program now 
under way in India. 


India 

The progressive Indian Government is striv- 
ing to bring modern skills to a submerged 
and poverty-stricken population. — Skilled 
child care personnel are desperately needed. 

As a beginning answer, WHO has worked 
out with the Indian authorities a plan for a 
training program in strategic parts of the 
country. Pediatrics training centers will be 
set up in Madras, Patna, and Bombay while 
in the Delhi area rural and urban training 
fields for nurses and midwives will be de- 
veloped. 

In Calcutta a regional center is to be 
opened to train public health nurses and 
doctors engaged in the field of maternal and 
child health. It will be organized within the 
framework of the All-India Institute of Health 
and Public Hygiene, a voluntary organization 


which has itself developed a pioneering public 
health program. Both Indian and non-Indian 
students will receive free training at the 
center and take part in its demonstration field 
work. 

See “The Problems and Needs of Maternal and 
Child Health as viewed by the World Health 
Organization” by Dr. Martha M. Eliot in the July- 
September 1950 International Health Bulletin of 


the League of Red Cross Societies, and the June 
1950 UNICEF in Asia published by UNICEF. 


UN's POPULATION COMMISSION 


Will the economic assistance which UN is 
planning to give to underdeveloped areas of 
the world merely stimulate population growth 
in areas already overpopulated? Will the 
hoped for gains in more food and other neces- 
sities be dissipated in maintaining more people 
at the same low standard of living? 

These and other questions concerned UN’s 
Population Commission at its fifth session last 
May 22 to June 2, reports Philip M. Hauser, 
United States representative in the commis- 
sion, in a release from the United States 
Mission to the UN. 

Pointing out that the life-saving advances 
of medical science have created grave prob- 
lems of overcrowding in some densely popu- 
lated areas, the commission stressed the need 
to base future economic planning for back- 
ward regions on demographic studies. Such 
studies, which would include analyses of birth 
and death rates, migrations, et cetera, would 
make it possible for technological advances 
in these areas to keep ahead of population. 

The commission applauded plans for a field 
study in India to determine the effects of re- 
cent vast technological changes on population 
groups in different parts of the nation. The 
survey will make on-the-spot studies of 
changes in population produced by major 
hydroelectric projects, irrigation works, new 
industries, and rapidly growing cities. This 
initial survey should go further, in the opinion 
of the commission, to include detailed inquiries 
on fertility and on the social characteristics of 
households. Its staff should include experts 
in such fields as economics and social anthro- 


pology. 
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THE ENVELOPE 
New York, 
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Commonwealth Fund, 


This book was published after Dr. Plant’s 
death and is an extension of the meaning in- 
corporated in his earlier book, Personality 
and the Cultural Pattern. The emphasis in 
his present book is slanted refreshingly in the 
direction of the social sciences. He states 
that his chief qualm was due to the false 
picture of simplicity in its presentation. This 
is hardly true, at least for this reviewer. It 
is a challenging treatise for professional work- 
ers in the children’s field, regardless of school. 
Here school teachers, nurses, social workers, 
psychologists, and psychiatrists have a com- 
mon meeting ground in a thoughtful attempt 
to understand the child in his world, not to 
treat him. Dr. Plant believes we must go 
beyond the easy sweeping stage of ‘“‘certain 
biological needs” or “certain basic needs.” 
The twenty-one fluctuating problems that the 
book deals with—both at the level of intake 
and outgo—raise many questions and settle 
none. The envelope is a sort of psycho- 
osmotic membrane, so to speak—an interpret- 
ing aid to the child as to how much he can 
afford to take in and let out. 

Dr. Plant—an admirable combination of 
the sensitive clinician and the scholar—has 
used a literary style in this book that is al- 
together pleasing and at times most colorful 
and vivid. This is not a book on psycho- 
pathology. He is not concerned with holistic 
concepts of mind-body tie-up or the uncon- 
scious as an entity, but considers everything 
from the point of view of the child—the one 
who must do the synthesizing. In short, he 
seems to be doing his own thinking through- 
out, and yet there is a generous documenta- 
tion—especially along the social science lines 
—for use in postgraduate courses. By putting 
more of the individual into sociology, he has 
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rendered a distinct service to all disciplines 
dealing with children. 

He modestly ends on a note of high clinical 
importance. “The reader is not to feel that 
the child is at a certain point ‘because he has 
had these experiences’ but rather that the 
child is behaving at this point ‘as if he had 
been having these experiences.’ Thus the 
whole thing remains as merely an illustration 
of a way of attacking the problem of be- 
havior.” 

The reviewer wishes to take this oppor- 
tunity of congratulating The Commonwealth 
Fund on another notable publication. 


Sparrorp Ackerty, M.D., Director of Louisville, 
Ky., Mental Hygiene Clinic 


A COMPARISON OF DIAGNOSTIC AND FUNCTION- 
AL CASEWORK CONCEPTS 


Report 


of a committee to study basic concepts in Case 
work practice Cora Kasius, Editor. New York, 
Family Service Association of America, 192 Lexing 
ton Avenue. 1950. 169 p. $2. 


This report of a committee appointed in 
June 1947 by the Family Service Association 
of America to study the technical differences 
in practice between the two orientations in 
the casework field has been long and eagerly 
awaited, not only by practitioners in this 
field but by many others in contact with the 
field who have been intrigued and baffled by 
a difference between two schools of thought 
and method which they sensed to be funda- 
mental at the same time that it remained 
vague and elusive. When this difference was 
first recognized it was identified under the 
name of two psychoanalysts, Freud and 
Rank, whose theories of personality structure 
and of the dynamics of growth and change 
differed radically. As casework practice has 
gained greater confidence in its own unique 
opportunity and competence in helping people 
in need, the two schools of practice have 
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found designations’ which more accurately 
characterize and differentiate their orienta- 
tions, namely, diagnostic and functional. 
When this committee was appointed, con- 
sisting of six representatives of each group, 
it was surely the hope of many in the field 
that out of the close association of these 
practitioners in studying and comparing their 
own case records there might come a dis- 
covery of a new unity more basic than ap- 
parent existing differences. It is a great 
tribute to the committee and particularly to 
its chairman, Eleanor Sheldon, of the func- 
tional group, and Patricia Sachs, chairman of 
the diagnostic group, that they never yielded 
to this hope of easy reconciliation. In every 
line of the report one sees the refusal to ac- 
cept the “common descriptions of practice 
which at first glance seemed to be similar” in 
favor of the painstaking pursuit of deeper in- 
herent meanings from which stem inevitable 
differences in method, technic, and practice. 
The first section of the report gives a 
masterly comparison of basic concepts under 


GERIATRICS 

ComMMUNITY ACTION FOR THE AGING. Pamphlet pub- 
lished by the New York State Association of 
Councils of Social Agencies, 105 East 22 Street, 
New York 10. 1950. 15 p. 20c. Sets forth 
detinite organizational and procedural steps to 
help the community combat “the enemies of the 
iging: economic insecurity, loneliness, and a 
feeling of uselessness.” 

EpucATION FOR A LonG AND Userut Lire. Homer 
Kempier. Bulletin 6, 1950, Office of Education, 
Federal Security Agency, Washington 25, D. C. 
32 p. 20c. Stresses the importance of the role of 
the public school in providing suitable learning 
opportunities for the older age group. Indicates 
beginning programs to be worked out by the 
schools and other educational agencies. The 
list of selected references is well chosen. 


NURSING EDUCATION 
Pure Furere or Nursinc Epucarion. New York, 
Teachers College Bureau of Publications. 1950. 
72 p. $1. Comments and greetings from out- 
standing leaders in various fields on the cccasion 
of the fiftieth anniversary celebration of nursing 
education in Teachers College, Columbia University. 
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the following headings: differences in con- 
cepts of personality structure, differences in 
method, and differences in concepts of respon- 
sibility. Each group also presents a more 
detailed statement of its basic concepts. Two 
case records from each group, given in de- 
tail with discussion by the writer, illustrate 
fully and convincingly the differences that 
have been stated. All four cases have in- 
herent interest for any reader as illustrations 
of the kind of help that highly skilled case- 
workers are able to offer. A careful reading 
of this report and a study of these records 
should enable the reader to make a real choice 
of the kind of help he would want for him- 
self, for his family, or for his friend; or of 
the kind of agency he would choose to be 
associated with as a worker. A report which 
can do this much makes a contribution to the 
profession of social casework and to all who 
have any connection with it. 


Virointa P. Ropinson, Department of Social Case- 
work, University of Pennsylvania School of Social 


Work 


COMMUNITY ORGANIZATION 
Directory or Community HeaLtH PLANNING 
Councis. National Health Council, 1790 Broad- 
way, New York 19. 1950. 98 p. $1 


CHILD WELFARE 
Priorities IN HEALTH SERVICES FOR CHILDREN OF 
Scuoot Ace. Children’s Bureau, Washington, 
D. C. 1950. 24 p. Single copies free, moderate 
charge for quantity orders. 


GENERAL 


PHILADELPHIA Pusiic Heartu Survey, 1949. Health 
and Welfare Council, Philadelphia 7. 1950. 241 
32. 

INTERNATIONAL 
HeattH Diviston ANNUAL Report, 1949, 229 p. 
Available without charge from the Rockefeller 
Foundation, 49 West 49 Street, New York City. 

Services tN Srare INstTiITuTIONS OF HIGHER 
LEARNING IN Mississippi. Report of a survey. 
F. O. Robertson, Survey Director. American Coun- 
cil on Education, 744 Jackson Place, N.W., 
Washington 6, D.C. 1950. 67 p. $1. 


Continued on page 
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FROM NOPHN HEADQUARTERS 


MORE FIELD SERVICE AVAILABLE 

When the Metropolitan Life Insurance 
Company announced that its own nursing 
services and its contracts with community 
agencies for nursing services would be termin- 
ated at the beginning of 1953, it also re- 
ported it would do everything possible to 
help agencies investigate new sources of in- 
come. As a very practical follow-up of this 
promise the MLI has loaned to the NopHn 
three members of the Nursing Bureau to visit 
local agencies and help with analyses of 
services. 

The field staff—the regular NopHN con- 
sultants as well as the nurses on loan from 
the MLI—will be available during 1951, in so 
far as it is possible to cover requests for 
visits, wherever their assistance can strengthen 
existing public health nursing services or 
guide communities in setting up needed pro- 
grams. 

The Nopun is planning to conduct four 
regional meetings during the early spring. 


Helen Connors 
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Judith E. 


Part of each conference will be devoted to a 
discussion of questions relating to the termi- 
nation of the MLI service. As soon as the 
dates and places of the meetings are decided 
upon, announcements will be made. 

Helen Snow, area supervisor, Marjorie L. 
Adams and Judith E. Wallin, territorial super- 
visors, are the nurses released by the MLI 
for the field service. In addition, the Mil 
has lent Helen Connors, a territorial super- 
visor, to be secretary to the ANA-NoPHN 
Committee on Nursing in Medical Care Plans. 
Miss Connors will visit and counsel groups 
interested in promoting the inclusion of nurs- 
ing in medical plans and will, in general, 
implement the suggestions and recommenda- 
tions of the “Guide,” recently prepared by 
the committee. 


CONFERENCE ON GRADUATE 
EDUCATION 
The Nopun will conduct a conference on 
graduate education in public health nursing 


All pictures Pach Bros. 


Wallin Marjorie L. Adams 


« \ 
\ ‘ 
j 
| 
| 


50 PUBLIC 


in New York April 30 to May 4, 1951. The 
purposes of the conference, sponsored by the 
Education Committee, are: to agree upon a 
statement of underlying philosophy for grad- 
uate education in public health nursing; to 
relate the objectives of graduate education in 
public health nursing to the general purposes 
of advanced nursing education; to review the 
criteria formerly established by the Nopun 
Committee on Graduate Education in Public 
Health Nursing; to determine the conditions, 
faculty, and resources essential for maintain- 
ing satisfactory education for public health 
nurses on a graduate level; and such other 
purposes as the conference participants con- 
sider desirable. 

Margaret S. Taylor, director, Course in 
Public Health Nursing, University of Minne- 
sota School of Public Health, and chairman of 
the NopuHn Education Committee for the 
current biennium, will be the conference di- 
rector. Members of the Education Committee 
and representatives from schools of public 
health, schools of nursing, and other national 
organizations will be invited to attend the 
conference. There will also be resource peo- 
ple from special fields. 


UNITED DEFENSE FUND 

The United Defense Fund, Inc., was 
launched on November 28, 1950, in New York 
City. A federation of national agencies and 
local community interests for the joint fi- 
nancing of national defense services in the 
field of health and welfare, the fund will offer 
to local communities a “single-package” ap- 
peal for support of national defense health 
and welfare services for both civilians and 
the armed forces. 

The United Defense Fund was organized 
to meet the frequently expressed desire of 
local community chests that appeals to them 
from national agencies, especially in time of 
special need, be properly screened, budgeted, 
and united in their financing—just as is the 
community chest itself. Other reasons for 
the unification of these national agency ser- 
vices are (1) a desire not to increase the 
number of appeals now being made to the 
American public (2) a wish to join forces 
in carrying out needed services economically, 
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efficiently, and effectively. 

During the fall of 1950 a Planning and 
Advisory Committee on National Emer- 
gency Services was jointly appointed by Com- 
munity Chests and Councils of America and 
the National Social Welfare Assembly to con- 
sider what services were needed and how they 
should be organized and financed. On the 
basis of recommendations of this committee, 
the United Defense Fund was set up. 

Services to receive support from the fund 
fall into two groups at present. The first 
group is concerned with services to the armed 
forces and will be conducted by: the Ameri- 
can Social Hygiene Association, Associated 
Services for the Armed Forces (which includes 
the Jewish Welfare Board, National Catholic 
Community Services, and YMCA), the Na- 
tional Recreation Association, National 
Travelers’ Aid Association, and YWCA. The 
second group will provide services to com- 
munities congested by the national defense 
effort. These services will be conducted by: 
the Child Welfare League of America, Na- 
tional Organization for Public Health Nurs- 
ing, National Federation of Settlements and 
Neighborhood Centers, National Urban 
League, National Cathotic Community Ser- 
vice, National Recreation Association, and 
YWCA. 

The United Defense Fund, Inc., will raise 
funds through the united campaign approach 
wherever possible and will seek support from 
the nation’s community chests on a share- 
and-share-alike basis. Community quotas 
will be based on the recommendations of the 
National Quota Committee. The national 
campaign goal for services to be given in 
1951 is $7,399,329. Community chests 
throughout the country will be asked to pro- 
vide $6,058,101 of this goal with the remain- 
ing $1,341,228 to be secured from New York 
City and other non-chest sources. 


STAFF NEWS 
The New Year is a time for making new 
friends and also for renewing old friendships. 
We plan during the next few months to pub- 
lish short informal sketches or accounts of 
the Nopun staff. In this issue we reintro- 
duce to Anna Fillmore and Louise 
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Suchomel and present our newest staff mem- 
ber, Bessie Littman. 

When Anna Fillmore accepted the position 
of general director of the NopHN it was her 
desire to keep enough time free from adminis- 
trative responsibilities and committee activi- 
ties to go out into the field and meet public 
health nurses in their own communities. Few 
administrators have ever had heavier head- 
quarters assignments than Miss Fillmore, but 
she has stuck to her resolve and has made 
several circuit trips around the country. Just 
recently she visited Kentucky, upstate New 
York, New Jersey, Baltimore, Maryland, and 
Augusta, Georgia, and she is looking forward 
to meeting hundreds of NopHn members and 
friends in the spring. 

As general director of the Nopun Miss 
Fillmore is responsible for overall coordina- 
tion of work at headquarters. She is secre- 
tary to the Nopun Board of Directors and 
Executive Committee, Finance Committee. 
Advisory Council, and Committee on Struc- 
tural Reorganization. She is a member of 
the Joint Board of Directors and its Steer- 
ing Committee, the Joint Committee on the 
Unification of Accrediting Activities, the Na- 
tional Committee for the Improvement. of 
Nursing Services, the Joint Committee or 
Nursing in National Security, the Nopun- 
NiNE Councils on Tuberculosis Nursing and 
Orthopedic Nursing, and the Board and Ex- 
ecutive Committee of the National Health 
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Council, as well as being a member of related 
committees of other national organizations. 

With the chief executives of the ANA and 
Nine, Miss Fillmore takes her turn as head 
administrator for certain aspects of the work 
of joint projects of the six national nursing 
organizations as assigned by the Joint Board. 
During 1949 she carried this responsibility 
for the Joint Board and its Steering Commit- 
tee. According to plans for 1951 it will 
be for the Coordinating Committee on Struc: 
ture. 

All this sounds like a fulltime job 
some. 


and then 
But never fear, you have a good 
chance of meeting Miss Fillmore during 1951 
at one of the Nopun regional meetings, or, 
possibly, the Council of Branches, or a state 
meeting. 


RESIGNATION 
Jane R. Sloan, consultant with the Joint 
Orthopedic Nursing Advisory Service since 
June 1950, has resigned from the Nopun 


staff to return to active duty with the Army 


Nurse Corps. 


NEW MENTAL HEALTH CONSULTANT 

Bessie Littman joined the staff in January 
as mental health consultant on the joint 
NiNE-Nopun psychiatric and mental health 
project established under a training grant 
from the National Institute of Mental Health, 
Federal Security Agency. Mrs. Littman has 
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spent the last ten years in California but one 
can still detect her native Virginia in her 
soft speech. She is a graduate of Mt. Sinai 
Hospital School of Nursing in New York and 
has taken her public health nursing study and 
preparation in mental health at Teachers 
College, Columbia University. She holds B.S. 
and M.A. degrees. 

Before going to California Mrs. Littman 
was on the staff of the Henry Street Visiting 
Nurse Service (now Visiting Nurse Service of 
New York). She spent one year with the 
Los Angeles VNA and then became director 
of nurses, San Luis Obispo County Health 
Department. Following this Mrs. Littman 
Was appointed nurse consultant for mental 
health, California State Department of Public 
Health. 

Nopun has been looking forward to having 
a nurse consultant in mental health on the 
staff and is happy to welcome Bessie Littman. 


POLIO OUTBREAK IN ALASKA 

All the Jonas staff keep emergency bags 
packed ready to answer polio epidemic calls. 
Nevertheless, a request to leave for Alaska 
on twenty-four hours’ notice was a new and 
exciting experience. Most of us think of 
Alaska as the frozen North and as America’s 
last frontier. Travel agencies list mid-July 
to early September as the best time for visit- 
ing Alaska and suggest that the trip be made 


by boat and by the Alaskan Highway. Due 
to the urgency of the situation my entire 


trip in October was made by air, in planes 
ranging from stratocruisers to flying boats. In 
the short time available to me I tried to find 
out about the temperature in Alaska at the 
time and the type of clothing I would re- 
quire. | followed advice and carried clothing 

bulky woolens—which I never needed. In- 
stead of the frozen North anticipated, the 
weather was “unusual.” Temperatures aver- 
aged forty degrees above zero and during 
the first eight days there was no snow. When 
I got to Fairbanks, the farthest point north 
I visited, the temperature dropped to ten 
degrees above zero and there were five inches 
of snow to give me a taste of what Alaska 
weather might be. 

Polio is not a frequent invader of areas 
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such as Alaska and the community facilities 
and personnel are not adequate if the disease 
spreads to large numbers. Thus far only two 
natives have been among those stricken with 
polio. This is extremely fortunate as_ the 
Indians and Eskimos have had no oppor- 
tunity to build up an immunity to polio and if 
many became ill a high fatality rate could be 
anticipated. Most of the natives live in small 
outlying communities where hospital facilities, 
and medical and nursing care are not readily 
available. 

At the time of my visit six communities had 
reported cases of polio. The largest number 
were in Anchorage, Fairbanks, and Ketchikan. 
About 50 percent of the patients in Anchorage 
and Fairbanks were military personnel and 
their dependents, so that the responsibility 
for their care was shared by military and 
civilian professional personnel and hospitals. 
When polio is found in the proportion of one 
case to 10,000 population it is considered a 
high incidence and of epidemic height. Al- 
though the total number stricken in Alaska 
was not large. many of the localities had an 
incidence of one case to 900 population, which 
certainly seemed grave. The total capacity 
of the civilian hospitals in these communities 
averaged sixty-five to eighty-five beds. Ad- 
mitting only four or six acutely ill polio pa- 
tients places great burdens on the already 
shortstaffed hospitals. There were available a 
few physicians and a few nurses experienced 
in the care of poliomyelitis patients who were 
able to meet the immediate needs, but they 
could not cope with the care of an increasing 
number of patients. Additional nurses were 
recruited locally to care for patients with 
respiratory involvement. 

Territorial planning presents many prob- 
lems not found in planning here in the states. 
Alaska is a vast area: distances between the 
cities are great, hospital facilities are not 
available in all communities, and the chief 
means of transportation is air service. Neither 
the American Red Cross nor the NFIP has 


local chapters in Alaska. It was possible, 


nevertheless, to meet with representatives of 
the national groups and with representatives 
of the local graduate nurse associations to 
make plans. 
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The health authorities believed that if polio 
occurred in areas outside of the chief cities 
the patients would have to be brought in for 
care. The Tenth Rescue Squads at Fort 
Richardson and Ladd Air Base were prepared 
to transport essential equipment if necessary 
and to evacuate patients when hospital facili- 
ties were not available. Rosters of nurses and 
physical therapists were set up by the Alaska 
Health Department. I had been brought in to 
review the nursing needs and to participate in 
preparing local nurses for the care of the 
polio patients. I arranged for institutes to 
assist these nurses in meeting the constantly 
increasing demand. I gave the institutes at 
Anchorage and Fairbanks, and Helen Ander- 
son, orthopedic nursing instructor from the 
University of Washington, who came up to as- 
sist me, gave the institutes at Juneau and Ket- 
chikan. Public health nurses in the Alaskan 
services were very much aware of their re- 
sponsibility in casefinding and assisted in se- 
curing medical care and follow-up of the dis- 
charged patients. They too are few in number 
in Alaska and are responsible for many health 
programs. Before I left we had conferences 
to plan for the longterm care that many of 
the polio patients would need. 

Nursing in Alaska is truly pioneering and 
| regret that time did not permit me to learn 
more about the boat, railroad, and highway 
units. I look forward to a return trip under 
happier circumstances to enjoy more fully 
the beautiful mountains, glaciers, and lakes. 
Louise M. SUCHOMEL 

Jonas 


MORE ON THE NEW 
ANALYSES 
The U. S. Public Health Service has ap- 

proved the NopHN’s application for a re- 

search grant which will permit further study 
in the new method of cost analyses. (See 

“A Report on the Study of Costs in Public 

Health Nursing” published by Nopun; price, 

75 cents a copy.) The new analyses will 

include among other items study of student 

costs, length of period for the time study, 
and method of charging the time of con- 
sultants and the isolation of expenses charge- 
able to public health nursing. 


COST 


NOPHN 53 


ABOUT PEOPLE YOU KNOW 

Governor Warren of California has ap- 
pointed Wilma York to the Advisory Commit- 
tee to the State Disaster Council on the 
Medical and Public Health Aspects of Civilian 
Defense. Miss York is director of nursing, 
Marin County Health Department, and for- 
merly was territorial supervisor, MLI. . . 
Margaret M. Sullivan has accepted the posi- 
tion of education director, Public Health 
Nursing Division, Worcester Department of 
Public Health (Mass.). . . . Gertrude E. 
Hodgman, who has served for many years 
in the fields of public health nursing and 
school of nursing administration in this and 
other countries, has been appointed director 
of the new Russell Sage College nursing pro- 
gram... . / After twenty-five years of service, 
Clara Pasche, public health nurse in Blue 
Earth County, Minnesota, has retired. Miss 
Pasche was presented with a gift by the 
local Public Health Association and was 
honored editorially by the Blue Earth County 
Enterprise. .. .The Board of Directors of the 
VNA of York and York County, Pennsyl- 
vania, gave a tea in honor of Nellie R. Price 
upon her retirement after thirty-two years 
with the agency. For some time Miss Price 
has been assigned to school health service 
and she will be especially missed by the chil- 
dren she worked with. . . . Maryland State 
Department of Health announces the ap- 
pointment of Julia Freund as public health 
nursing consultant in mental hygiene, Division 
of Public Health Nursing. Miss Freund is 
a graduate of the University of Washington 
and the Yale School of Nursing and holds 
professional diplomas in supervision in public 
health nursing and as a nurse specialist in 
mental hygiene from Teachers College, Colum- 
bia University. ... Miriam Whitaker has also 
joined the Maryland State Department of 
Health as supervisor. She graduated from 
Cornell University-New York Hospital School 
of Nursing and has the degree of M.P.H. from 
Johns Hopkins School of Hygiene and Public 
Health where she had special study in mental 
hygiene... . Vary Donnelly has accepted the 
position of public health nurse coordinator 
in the basic program, School of Nursing, 
Boston University. 
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FIRST FOR ‘51! 

One hundred percent staff membership in 
the Nopun for 1951 had been reported by 
three public health nursing agencies, placing 
them at the top of our new list of 100% 
agencies, as we went to press. <A_ special 
round of applause for these early birds! And 
be sure to let us know when your agency 
reaches the 100% goal. 


MAINE 
South Fr n County Tuberculosis and Health Ass 
PENNSYLVANIA 
Visiting Nurse Readi nd Berks 
{ 
TENNESSEE 
Metropolitan Life Insurance Nursing Service 


SUPERVISION OF THE 
TUBERCULOUS 
Jean South, Nopuy» consultant, Joint 
Tuberculosis Nursing Advisory Service, has 
been appointed to the APHA Subcommittee 
on Administrative Problems in the Supervision 
of Tuberculosis Patients and Their Contacts. 
Dr. E. X. Mikol is chairman; the other mem- 
bers of the subcommittee are: Dr. O. L. 


Where Are 


They Now? 

from page 3 

Kiser, Betts ( 3761 Paseo Blvd., Kansas City 

Swink, Edna M., 1614 Washington Blvd., Kansas 
City 


NEBRASKA 
Ellingwood, Marion E., 1036 S. 30 Avenue, Omaha 
Heise, Charlotte M., 1021 Claremont, Lincoin 
Roeskyv, Ardath, 3340 Taylor Street, Omaha 


NEW JERSEY 
Collins, Mrs. Dorothy R., 37> Gosselin) Avenue, 
Ft. Monmouth 


NEW YORK 

Brady, Vera E., 320 W. 11 Street, New York 14 

Holm, Alice E., St. Giles Hospital, 1346 President 
Street, Brooklvn 

Littlefield, Mrs. Jane K., 88 Willett Street, Albany 

Merriweather, Thyra, 1123 Intervale Avenue, 
Bronx 59 

Nagano, Mrs. Dorothy, 500 Riverside Drive, New 
York 


Bettag, Mrs. Margaret Dolan, Zella Bryant, 
Dr. J. H. Fountain, Karen Munch, Dr. D. 


Reisner, and Dr. C. M. Sharp. 


NOPHN FIELD SCHEDULE—DECEMBER 
Marjorie L. Adams Union City, N. J. 
Albany, N. Y. 
Mary Elizabeth Bauhan Newark, N. J. 
Hedwig Cohen Washington, D. C. 
Ruth Fisher Jefferson City, Mo. 
Anne Prochazka Washington, D. C 
Jean South Atlanta, Ga. 
Judith E. Wallin Hammond, Ind. 
Moline, Ill. 
East Moline, Ill 
Little Rock, Ark 
Minneapolis, Minn. 
Winona, Minn 


NEW ADDRESS 

On December 28 Nopun, together with the 
ANA, NLNE, and AJN, moved from *1790" to 
2 Park Avenue, New York 16, New York. We 
hope to be settled in a short time and that 
members and other friends will find their 
way to our new headquarters. If you cannot 
drop in, and if we can serve you, write or 
telephone. Our new number is ORegon 
9-2040. 


Powder, Frances, Brushton 
Tajitsu, Yoneko, 507 W. 104 Street, New York 


OHiO 
Steadman, Patricia E., 2102 Cornell Road, Cleve 
land 


PENNSYLVANIA 
Sinton, Delphine D., 2242 S$. 17 Street, Philadelphia 
45 


TENNESSEE 
Malpas, Sarah A., Vanderbilt University School of 
Nursing, Nashville 4 
Scheer, Mrs. Marian B., 1313 16th Avenue, S.. 
Nashville 4 


TEXAS 
Sister M. Ancilla Castillo, Santa Rosa Hospital, 
San Antonio 7 


VIRGINIA 
Gorman, Mrs. Mary K., 311-4 S. Sheppard Street, 
Richmond 20 


— 
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THIRD MENTAL 

Psychiatrists, psychologists, sociologists, 
educators, social workers, and nurses from 
twenty-five nations attended the third annual 
meeting of the World Federation for Mental 
Health in Paris in September. Four subjects 
were highlighted. These were: mental health 
in education; occupational and _ industrial 
mental health; the mental health of trans- 
planted and homeless persons; and leader- 
ship and authority in local communities. At 
the plenary sessions, papers on these subjects 
were read. Later eleven groups, each of 
about fourteen persons. representative of all 
the interested professions, discussed the same 
topics. 

Professor Andre Rey, discussing teachers’ 
training, commented on how little on the sub- 
ject of mental health was included in most 
curriculums. He stressed the need for assist- 
ance to the parents of adolescents who so 
often try to shake off the shackles imposed 
on them in childhood and perplex their parents 
by their behavior. 

The manner in which the results of scien- 
tific research were made public was criticized 
by Dr. R. F. Tredgold. He said findings in 
the field of the social sciences were often 
couched in terminology which antagonized the 
industrialist, who also found the reports 
difficult to understand. In spite of such 
unfortunate antagonisms, industrialists in 
general tind planned programs for improving 
the mental health of the worker worthy of 
support. 

The subject of the mental health of dis- 
placed persons was discussed by Professor 
John Cohen of Israel who applied his com- 
ments not only to exiled people in remote 
parts of the world but also to individuals in 
our settled communities, such as the child 
in a hospital, the old person in a home for 
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the aged, the man in the army. Displacement 
has always existed; what is new is the at- 
tempt to reduce the hardship and dovetail the 
life of the newcomer into the receiving com- 
munity. 

Statesmanship was described by Professor 
Gregory Zilboorg as the art of established 
leadership. Our social structure compels the 
statesman to wear a kind of psychological 
armor. The greater the power of the leader 
in our society the more sheltered he is from 
the impact of reality, but the moralist and 
the psychologist should seek to enhance the 
sense of reality and responsibility and limit 
the sense of power of those in authority. 

Many interesting recommendations were 
brought into the final meeting by the discus- 
sion groups. Fields for objective studies were 
listed. One suggestion was that experiments 
should be undertaken to ascertain desirable 
and undesirable qualities in leadership in 
various spheres and at various levels. Doubt- 
less we shall hear more about the proposals 
and recommendations in the year to come. 


SURVIVAL UNDER ATOMIC ATTACK 

Basic precautions which may save your 
life if an atom bomb raid should come are 
set forth in “Survival under Atomic Attack,” 
prepared for the public by the National Se- 
curity Resources Board. Written clearly and 
simply, the pamphlet emphasizes the positive 
things that can be done, allaying blind fears. 

It tells frankly what to expect within vari- 
ous distances from an atomic explosion. Most 
of the deaths and damage in atomic explosions 
are due to blast and heat rather than radio- 
activity. 

If you are caught in the open, drop down 
beside a substantial building or in a ditch or 
gutter, burying your face in your arms. If 
you have time to reach it, the basement of a 
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substantial house is a good refuge against 
the bomb’s blast, heat, and explosive radia- 
tion. Lie flat along the outer wall of the base- 
ment or near the base of some heavy support- 
ing column, or even better under a cellar work 
bench or heavy table. If you cannot reach 
a basement, any culvert, deep gully, or even a 
high bank will give some protection. 

If there is time after an alert sounds, close 
all doors and windows in the house to keep 
out fire sparks and radioactive dusts. Close 
the furnaces and stoves. Always 
keep on hand a good flashlight, first aid equip- 
ment, a supply of canned goods, and a radio 
which may be your only source of emergency 
instructions, 

After an atomic burst in the air it is safe 
to leave your shelter in a few minutes to help 
other However, if civil defense 
authorities report that the explosion has been 
on the ground, underground, or in the water. 
stay in your shelter for at least an hour. In 
these types of explosions, there may be danger- 
ous lingering radiation. 

After an air burst, food in the house will 
be safe to use. 


doors of 


people. 


In the case of a ground or 
underwater burst, however, use only canned 
or bottled foods, scrubbing the outsides of the 
containers thoroughly. Draw off a little water 
from the pipes for drinking but do not con- 
tinue to take water from the tap until you 
are told it is safe. 

The pamphlet, which contains many other 
pointers for surviving an atomic blast and 
helping your community to do so, may be 
secured for 10 cents from the U. S. Govern- 
ment Printing Office, Washington 25, D. C. 
Get a Copy. 


BRUCELLOSIS 

The importance of brucellosis as a world 
public health problem is attested to by two 
important conferences on this subject held 
in Washington in November. The Third 
Inter-American Congress on Brucellosis, spon- 
sored by the Inter-American Committee on 
Brucellosis, the National Research Council, 
and the Pan American Sanitary Bureau, was 
followed by the First International Expert 
Panel on Brucellosis, organized by two UN 
agencies, the World Health Organization and 
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Organization. 
goats, and swine 
and is transferrable to humans in whom the 
condition, known as undulant fever, causes 
a greatly reduced ability to work as well as 
prolonged physical suffering. It is estimated 
that the economic losses from brucellosis in- 
fection in France exceed $100,000,000 and 
that the losses in the United States probably 
are as great. This is figured on the basis of 
work days lost, cost of caring for the sick, 
and decreases in milk and meat production. 
In Norway where brucellosis of cattle has 
been eliminated, the cost of the eradication 
program was estimated to be less than the 
loss caused by the disease in any year. 

Recent advances in the development of the 
antibiotics, especially aureomycin and 
terramycin, have given increased hope for the 
treatment of individuals with undulant fever. 

The Illinois Health Messenger (November 
15, 1950) describes a simple Ring Test for 
the discovery of brucellosis in cows. This 
test costs only about one tenth of the cost 
of the routine blood test. 


the Food and Agriculture 
Brucellosis affects cattle, 


SHOCK IN BURNS 

The simple rules for using salt and soda 
water by mouth as first aid for serious shock 
from burns are outlined in a leaflet issued by 
the Public Health Service, Federal Security 
Agency. 

In releasing the leaflet, titled “The A, B, C’s 
of Salt and Soda for Shock in Burns,” Surgeon 
General Leonard A. Scheele pointed out that 
“in the salt and soda solution, given by mouth, 
we have a practical and highly effective first 
aid against shock, the major killing factor in 
burns and many injuries.” 

The text emphasizes that any badly burned 
person needs the care of a doctor as soon as 
possible. He also needs first aid for shock 
immediately. He may be saved trom shock 
and even death—by giving him salt and soda 
in water to drink at the earliest possible 
moment. 

The salt solution consists of 1 level teaspoon 
of common table salt and |. teaspoon of 
baking soda (bicarbonate of soda) dissolved 
in 1 quart of cool water. A burned person 
As much 


should drink this and nothing else. 


January 1951 


as 10 quarts in twenty-four hours may be 
necessary. 

Single copies of the leaflet may be obtained 
from the Public Health Service, Federal Se- 
curity Agency, Washington 25, D. C. 


SAVE THE CHILDREN 

Many deaths and injuries to children are 
caused by the speed with which their clothing 
burns after being ignited by party candles. 
matches, or bonfires. The National Board 
of Fire Underwriters suggests a simple and 
inexpensive flame-proofing solution which can 
be prepared in any home. Dissolve 9 ounces 
of borax and 4 ounces of boric acid in 1 gallon 
of water. Dip the dress in the solution. This 
solution is safe to use on any material that 
can be put in water but should be reapplied 
each time the garment is washed. It will 
lame-proof curtains and drapes also. 


RURAL HEALTH COOPERATIVES 

Rural groups in twenty-one states have 
formed cooperatives to help meet their health 
needs. How they tackled such obstacles as 
building membership and community support, 
financing construction, obtaining personnel, 
and meeting costs of operation, is discussed 
in a joint publication of the Public Health 
Service and the Farm Credit Administration, 
“Rural Health Cooperatives” (PHS Bulletin 
308. FCA Bulletin 60). 

The experience of forty-eight of the known 
101 rural health cooperatives in the United 
States before mid-1949 is given in the ninety- 
three-page publication. Taken as a whole, 
their record shows the willingness of many 
rural people to devote a great deal of time, 
effort, and money to safeguarding family and 
community health. 

Rural health cooperatives utilize local inter- 
est and effort, making health improvement the 
business of the people of the community. 
Through cooperatives, doctors and local peo- 
ple work together to promote greater under- 
standing of good health, how it can be main- 
tained, and what it can mean to families and 
communities. 

While the supply lasts, single copies of 
“Rural Health Cooperatives” may be secured 
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from the Division of Medical and Hospital 
Resources, Public Health Service, FSA, Wash- 
ington 25, D.C. 


SCHOOL) NURSE SUPERVISORS 

The New Jersey School Nurse Supervisors’ 
Association was formed in Trenton in October. 
The following officers were elected: president, 
Mary B. Hulsizer, Newark; vice-president, 
Llouella L. Haage, Jersey City; secretary, 
Evelyn Joyner, Trenton; treasurer, Marie 
Meyers, Wayne Township. The association 
will hold its next meeting in Morristown in 
April 1951. 


e@ \ seminar in physical rehabilitation meth- 
ods for nurses will be offered February 26 to 
March 9 at the New York University-Bellevue 
Medical Center Institute of Physical Medicine 
and Rehabilitation. The course is designed 
to give both theoretical and practical instruc- 
tion in testing and self-care, elevation, and 
ambulation. Attention will be given to the 
total concept of rehabilitation and to the 
working relationships of the nurse and the 
many other individual members of the re- 
habilitation team. The tuition fee is $50. 
For further information write to Miss Edith 
Buchwald, Institute of Physical Medicine and 
Rehabilitation, 414 East 34 Street, New 
York 16. 


e@ The National Association of Colored Grad- 
uate Nurses has completed plans for its final 
public gathering, a testimonial dinner honor- 
ing some of those who have helped to further 
democracy in nursing. Judge William Hastie, 
former governor of the Virgin Islands, will 
be the guest speaker. The Mary Mahoney 
Medal for distinguished service to nursing and 
the community will be awarded to Mrs. Eliza 
J. Pillars of Jackson, Mississippi. 

The NAcGN extends a cordial invitation to 
all its friends and well-wishers to attend the 
dinner at the Colonnades, Essex House, in 
New York on Friday, January 26, 1951, at 
seven-thirty. Tickets are $10 each. For 
reservations, call or write NACGN, 1790 
Broadway, New York 19 (Circle 5-8000, ex- 
tension 15). 


OFFICIAL DIRECTORY 
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1 list of those holding executive 
tions, and in states and territories; 
nursing, and executive 


Information as of December 
National Grqroiantion for Public Health Nursing, Inc. 
esident, f Sargent, Executive Director, Visit 
ne Nu ition of Detroit, S51 W. Warren 
Avenue 
(ener Direct Anna Fillmore, Park Avenue, New 
\ 6, N 
American Association of Nurses 
President, M Mar Deleha » Equitable Lite As 
Socte New York. 
Exe e Seer ry, Mrs. Gladys I Dundore, Room 
*, 654 Madison Avenue, New York 21, N. ¥ 
American Nurses Association 
President, Mrs. Elizabeth K. Porte Frances Payne 
Bolt School Western Reserve University, 2063 
Adelbert Road, Clevel 16. 
Executive Secretary, Ella G Best Park Avenue, 
New 


Association of Collegiate Schools of Nursing 


Presider Klizabeth S. Bixler, Vale Schoo! ot Nursing, 
WW Ced Street, New Haven, Connecticut 
National Asseciation of Colored Graduate Nurses 
"resident, My Mahel Staupers, Fifth Avenue, 
New Yor N. Y 
Exe tive Secretary, Mrs. Aln Vessells John, Park 
Avenue, New York 16, N. ¥ 
National League of Nursing ey 
lresident, Gelinas, 30. 0 Street, New York 
, 
Executive Director, Jul M. Mille Park Avenue, 
New York lo, N. ¥ 
Joint Board of Directors of the Six National Nursing 
Organizations, irk venue, New York lo, N. Y¥ 
( Pearl Melye 
Joint Committee on Structure, Dark 
Aver : York 16, N. ¥ 
n rl Melyer 
National Nursing Accrediting Service, Pa Avenue, 
New rk 16, N. Y 
I) Helen N 
National Committee for the Improvement of Nursing 
Services, ark enue. New ork 
Direct ot Programs inion W Sheahan 
Committee on Careers in Nursing, Park Avenue, New 
Yor lo, 
Director Relations, Mr Muriel ¢ Henry 
for Practical Education, (654 
Madis venue ew 
President, Ell M. Thompson 
Executi tar Hilda M. ‘I ul 


positions in the Federal Government, in national organiza- 
officers of state organizations for public health 
secretaries 


of state nurses associations 


1950, unless otherwise stated 


National 
Division, 


ursing 


Security Resources 
Washington 25, 1D 
Ruth 


Board, Health Resources 
Consultant, Freeman 


American National Red Cross, eee Services, National 
Headquarters, Washington 13, 1.¢ 


Administrator, Nursing Services, Ann K. Magnussen 
Deputy Administrator, Nursing Services, Frances 
Crouch 

Ihrector, Home Nursing and Nurse's Aide Instruction, 
Olivia T. Peterson 

Iirector, Nursing Projects, Eula B. Butzerin 


Executive Assistant National Director, Nursing Sery 
ices, Blood Program, Evelyn T. Stotz 
lreasx 
Eastern Area, 615 N. St. Asaph Street, Alexandria, Va 
lessie W. Herr, Director, Nursing Service 
Southeastern Area, 230 Spring Street, Atlanta 3, Georgia 
Jeame L. Adkerson, Director, Nursing Service 
Midwestern Area, 1709 Washington Avenue, St. Louis 
Mo. L. Trott, Director, Nursing Service 
Pacific Area, 1550 Sutter Street, San Francisco 1, Cah 
fornia Irene Thompson, Direetor, Nursing Service 


Army Nurse Corps 


Cinef, Col. Mary G Philly »s, Nursing Division, Office ot 
The Surgeon General, S. Army, Main Navy Build 
ing, Washington 25, D.C, 

Navy Nurse Corps 

Ihrector, Captam Winme Gibson, Potomac Annex. 

Navy Department, Washington 25, D.C. 
Air Force Nurse Corps 

Acting Chiet, Lt. Col. Verena M. Zeller, Office of The 
Surgeon General, Air) Force, Washington 25, 
Dc 


U. S. Civil Service Commission, Medical Division 
Nursing Consultant, Ruth A. Heintzelman, &th 
Streets, Washington 25, D.C 


and | 


U. S. Department of the Interior, Bureau of Indian Affairs 


Chief Consultant in Nursing, Bureau of Indian Affairs 
Washington 25, D.C. (Position Untitled) 

Consultant in Public Health Nursing, Bertha M. Tiber, 
Bureau of Indian Affairs, Washington 25, D.C 

Consultant in Hospital Nursing. Mary E. Gahagan, 
Bureau of Indian Affairs, Washington 25, 

\rea Consultant in Nursing, K. Frances Cleave, Bureau 
of Indian Affairs, 804 N. 29 Street, Billings, Montana 

Area Consultant in’ Nursing, Jean Clair Casey, Bureau 
of Ine Affairs, Swan Island, Bldg. 34, Portland 18 
Oregon 

Area Consultant in Nursing, Imogene Yarbrough, Bu 
reau of Indian Affairs, P. O. Box 1150, Aberdeen, 
South Dakota 

Area Consultant im Public Health Nursing, Beulah 
Oldfield, Bureau of Indian Affairs, Federal Building, 


| 

| | 


OFPFICTAL 


Anadarko, Oklahoma 
Consultant in Martha F 


Building, 


Hospital Nursing, 
Bureau of Indian Atiairs, Federal 
Muskogee, Oklahoma 
Area Consultant in) Nursing, Priscilla 
Indian Affairs, Juneau, Alaska 
Consultant in Nursing, P. ©. Box Bureau 
Indian Affairs, Phoenix, Arizona (Position Unfilled) 


Parker, Bureau 


U. S. Department of State 

Mrs. Maxine T. Smith, Chief Nurse 
Federal Security Agency 

U. S. vests Bureau, Federal Security Building, Wash 
ington 25, 

Nursing Section 

Chief, Ruth G. Taylor 

Assistant Chief, Alhce F. Brackett 

Special Consultant in Nurse Midwifery and 
Nursing, Ruth Doran 


Maternity 


International Cooperation Service 


Caroline Russell 


Regional Nursing Consultants and Districts 


Lucille Woodville, Children’s Bureau, FSA, Room 629, 
Ten Forsyth Street, Atlanta 3, Georgia Tennessee, 
Mississippi, Alabama, Florida, South Carolina, Georgia 

Gertrude M. Church, Children’s Bureau, FSA, Room 200, 
oY W. Washington Street, Chicago 2, Hlinois— Michi 
gan, Ohio, Kentucky, Minnesota, Wisconsin, Illinois, 
Indiana 

Margaret A 
Norman 


Bureau, FSA, 
Texas Louisiana, 


Hockenberger, Children’s 
Building, Dallas 2, 
Arkansas, Texas, Oklahoma, New Mexico 
ucile A. Perozzi, Children’s Bureau, FSA, 321 Equita 
ble Building, 730 17 Street, Denver 2, Colorado - Mon 
tana, Idaho, Wyoming, Utah, Colorado 
ine) Nicholson, Children’s Bureau, FSA, 
911 Walnut Street, Kansas City 6, 
Dakota, South Dakota, Nebraska, 
souri 
Agnes Fuller, 
Broadway, New 
New Hampshire, 
Island, New York, 
ware 
Margaret Thomas, Children’s 
Office Building, 
2 alifornia— Washington, 
p Alaska, Hawaii 
Lalla M. Goggans, Children’s Bureau, 
Federal Security Building, 
Maryland, District of Columbia, Virginia, 
lina, West Virginia, Puerto Rico, Virgin 


Room 22090, 
Missouri—North 
Kansas, lowa, Mis 


Bureau, FSA, Room 
York 4, New York— Maine, 
Massachusetts, 
Pennsylvania, 


Children’s 12), 42 
Vermont, 
Connecticut, Rhode 


New Jersey, Dela 
Bureau, FSA, Room 443, 
Civic Center, San Francisco 
Oregon, California, Nevada, 


FSA, 


Room 2035, 
Washington 25, D.C.- 


North Car 
Islands 


U. S. Public Health Service, 


4th Street and Independence 


Building, 
Washing 


Federal Security 
Avenue, S.W 


ton 25 


Chiet Nurse Officer, Lucile Petry 
Office of the 
Division of 
Virginia 


Nurse 


Surgeon General 
International Health 
Arnold; Division of 
Liaison Officer, L. 


Relations, Chief Nurse, 
Commissioned Officers, 
Margaret McLaughlin 


Rureau of Medical 
South, 4th and ¢ 
Division of 

Arnstein 
Division of 
Berdan 

Division of 
Section 


Nervices 
Streets, 
Nursing 


Federal 
S.W., 
Resour ca, 


Security Building 
Washington 25, 1.4 
Chief, Margaret G 
Hospitals, Nursing Section Chief, Elsic 
Medical and 


Hospital Resources, 
Chief, 


Louise O. Waagen 


Nursing 


Bureau of State 
South, 4th and C 
Division of van lic 
Division of Chronic 

Frances E. Taylor 
Division of Industrial Hygiene, 
tant, Winifred Devlin 
Industrial Hygiene Field Station, Box 2537, Fort Doug 
las Station, Sait Lake City, Utah, F. Ruth Kahl 
Division of State Grants, Chief Nursing Consultant, 
Marion Ferguson 
Division of Tuberculosis, Chief Nursing Consultant, 
Bryant 
Division of Venereal 
Hazel Shortal 
Communicable 


Services, Federal 
Streets, S.W., 
Health Nursing, 

Disease, Chief 


Security Buil ing 
Washington 25, D 

Chief, Pearl Me ee 
Nursing Consultant, 
Consul 


Chief Nursing 


Zella 


Disease, Chief Nursing Consultant, 


Disease Center, 605 Volunteer Building, 


DIRECTORY 


Nilanta, Georgia, Chief Nursing Consultant, L. Dor 
othy Carroll 
Regional Public 
120 Boylston 
A. Gardiner 
Room 1200, 4 
sean 
Room 2418, 
Daphine D 
1100, Chester 
Murray 
Room 200, 69 West 
Iinois, Mrs. Mabelle J arkee 
John Silvey Building, 114 Marietta 
Georgia, Mrs. Florence H. Callahan 
2200 Fidelity Building, 911 Walnut Street, 
. Missouri, Margaret Denham 
Norman Building, Ross Street and Lamar 
Dallas 2. Texas, Frances Buck 
Equitable Bldg., 730 17 Street, 
Lily ©. Hagerman 
441 Federal Office Building, San 
Mrs. Vera P. Hansel 


Health 
Street, 


Nursing Consultants 
Boston 16, Massachusetts, Lillian 


Broadway, New York 4, New York, Helen 
Federal 
Doster 
Avenue, 


Security Washington, D.C., 


Bldg., 


Cleveland 14, Ohio, Lorena Jane 


Washington Street, Chicago 2, 


Street, Atlanta 3, 


Kansas ity 


Avenue, 


Denver 2, Colorad 


Francisco 2, California, 


National Institutes of 
National Institute of 
Community 
Consultant, Pearl 
Hospital Inspection Section, Consultant in 

Nursing, Mary E. Corcoran 
Training and Standards Branch, 
chiatric Nursing Education, 
Training Specialist (Psychiatric 
hert 


Health, 
Mental 
Branch, 

Shalit 


Bethesda, 
Health 
Mental 


Maryland 


Services 


Health Nurse 


Psychiatric 


Consultant m= Psy 
Esther Garrison 
Nursing), Evelyn Gom 


National Institute 


Branch, 


Cancer 


Cancer Control 
I. Peterson 


Nursing Section Chief, Rosalic 


U. S. Veterans ination, Nursing Service, 
thee, Washington 25, 

Director, Dorothy \ Wheeler 

Deputy Director, Ruth Addams 

Community Nursing Division 

Chief, Iva Torrens 
Assistant Chief, Alice C. 


Central 


Mooney 


Pan American Sanitary Bureau, Regional Office of United 
ations World Health Organization, Connecticut 
Avenue, N.W Washington 8 D.C, 
Mrs. Agnes W. Chagas, Chief, Nursing Section, 
D4 
Sprague, 
Washington, 
mziska  Glienke, 
Guatemala 
Barnes, 
Rogan, 


Wash 


Public Health Nursing Consultant, 


Nursing Consultant, Guatemala 
Nursing 
Nursing 


Consultant, Lima, Peru 
Consultant, San José, Costa 


Frances F 
Hilda 
De, 


Fell, 


Nursing Consultant, 
Lozier, 


Ouito, 
Nursing Section, 


Boletin, 


Ecuador 
Washington, 


ALABAMA 


State Department of Public Health—Catherine. 
Director, Division of Public Health Nursing, 
of County Health Work, Montgomery 4 

State Nurses Association Executive Secretary— 
Walter B. Smith, 334 Professional Center, Catoma 
and Church Streets, Montgomery 


ALASKA 


Department of Health—J)orothy K 
Division of Nursing, Juneau 


ARIZONA 


State Department of Health—Miss Jefferson I. Brown, 
Director, Division of Public Health Nursing, Phoenix 

State Nurses Association Executive Secretary—|!)\ lis 
Salisbury, 538 N. 10 Street, Phoenix 


ARKANSAS 


State Organization for Public Health Nursing—P resi 
dent, Mrs. Marjorie Gamble, County Health Depart 
ment, Newport Secretary, Mrs. Helen Mahaffey, 
Garland County Health Department, Hot Springs 

State Board of Health—Margaret S. Vaughn, Director, 
Division of Public Health Nursing, Bureau of 
Health Service, Little Rock 

State Nurses Association Executive 
Beauchamp, 816 Pyramid Building, 


Corley, 
Bureau 


Whitney, 


Director, 


Loca 


Little Rock 
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CALIFORNIA 


State Organization 
dent, Mrs. 1 
nad Ser 


ss, an 


for Public Health Nursing—|’ resi 
Warneke, 282 Eighth Street, 


Walters, Ame 


rican Red 


inne 

retary, Re shit t 

Francisco 

State of Public Health—Rena 
Public Health Nursing, 

Medical Services, Room 

Street, San 


Nurses 


Haig, 
Division of Pre 
751, 700 Market 
incisco 


Association Executive 


( Titus, 185 Post Street, San Francisco 8 
COLORADO 
State of Public Health—Mrs. Vesta Bowden, 
hrector, Pub Health Nursing Section, se 
State Nurses Executive Secretary—!\i 
het M. Rauch, 728 15 Street, Denver 2 
CONNECTICUT 
State of Health—Hiazel V. Dudley, Director, 
jureau of Health Nursing, Hartford 
State Department of Education—\Mrs. Helen IT. Watson, 
Cor nt Public Health and School Nursing, Hart 


State Nurses Association Executive 


Secretary—\I 
Helen M. Cullen, Room 502, 2 


Asylum Street, Hart 


DELAWARE 
State Health—Mary M. Klaes, Director, Di 
) ic Health Nursing, Dover 

State Nurses, Association Executive Secretary—\r.. 
leane P. Jester, YIl Delaware Avenue, Wilming 
ton 

DISTRICT OF COLUMBIA 

District of Columbia Health Department—\Mrs. J osephin« 
Pitman Prescott, Director, Bureau of Public Health 


Nu Washington 1 
District of Columbia Nurses Association Executive Sec- 
retary—Filith M. Beattie, 1740 M Street N.W., Wasl 
FLORIDA 
State Beard of Health—Ruth E. Mettinger, Director, 
Phivis Public Health Nursing, Bureau of Local 
Health Service icksonville 1 
State Association Executive Secretary—I len 
I rston, 10 Thi Avenue, Miami 
GEORGIA 
State Organization for Public Health Nursing—lI rc. 


dent rs erontica City-County Health 


Mary Copeland, 


Richeimer, 
Hey rtment, Cohiumbus Secretary, 
( County Health Department, Columbus 
State De epartment of Public Health—Theodora 
Direct Division of Public Health Nursing, Atlanta 7 
State | Nurses Executive Secretary—\Ir- 
M Pryse, S00 De Street, Atlanta 5 


Floyd, 


tr 
tree 


HAWAII 
Territory of Hawaii Department of Health—[aura A 
Draper, Chief, Bureau of tiblic Health Nursing, Di 
isiot Local Health Services, Honolulu 
Hawaii Nur ane Association Secretary—Mrs. Mahelelur 
Nort Beretamia Street, Honolulu 13 
IDAHO 
State Department of Public Health—Hlorence V. Whip 
ple, Director, Divisior t ursing, Boise 
State Nurses Association Executive Secretary—\ ale! 
de Street, Boise 
ILLINOIS 
State Department of Public Health—Maude B. ( 
ursing, Springfield 
State Nurses Association Executive Secretary—J une A. 


irson, 
sureau ofl 


Ramsey, 8 S. Michigan Avenue, Chicago 3 
INDIANA 
State Board of Health—Ethel R. Jacobs, Director, Di 
ision of Public Health Nursing, Bureau of Local 
Healt! Administratio m, Indianapolis 7 
State Nurses Association Acting Executive Secretary— 
I incy Seramlin, 1125 Circle Tower, Indianapolis 4 
State Cepeionton for Public Health Nursing—Presi 
it, 1e KR. Campbell, 406 Center, Des Moines. Sex 
retary 1; Ila Antes, R.F.D. No. 1, Towa City 


State Department of Health—Mattie Brass, Director, 


HEALTH 


NURSING Vol. 43 


Division of Mublic Health 


State Nurses Association 
Norelias, 503) Shops 


Nursing, Des Moines 
Executive 
Suilding, Des Moines 


KANSAS 
State Board of Health—J heres: 
lic Health Nursing Services, 
Administration, Topeka 
State Nurses Association Executive 


Director, Pub 
Local Health 


lenniges, 
Division of 


Law, 824 Kansas Avenue, Topeka 

KENTUCKY 

State Organization for Public Health Nursing—!':«. 
dent, Alice Clark, State Dept. of Health, Lounsyville 
Secretary, Mrs. Martine Lowry, Grayson County 
Health Dept., Litchteld 

State Department of Health—Margaret L. East, Pires 


tor, Division of Public Health Nursing, Loursville 
State Nurses Association Executive Secretary—( y 
J. Neel, 6048 Street, 


Louisville 2 


LOUISIANA 


State Organization for Public Health Nursing—I'rc-: 


dent, Marion Souza, Supervisor, Health Education, 
Board of Education, Capitol, Baton Rouge 4. Secre 
tary, Mrs. Elizabeth Engeran, 829 Lalayette Street 
Gsretna 

State Department of Education—Miarion Souza, Supet 
visor, Health Education, Baton Rouge 4 

State Department of Health—Lillian Jeffers, Director, 
Division of Public Health Nursing, New Orleans 7 


State Nurses Association Executive Secretary—( 
Causey, 2605 Prytania Street, New Orleans 1 


MAINE 
State Department of Health and Welfare—Iiclen 


Dunn, Director, Division of Public Health Nursing, 
Bureau of Health, Augusta 

State Nurses Association Executive Secretary—\I:~ 
Helen Townsend, 146 State Street, Augusta 


MARYLAND 
State Organization for Public Health Nursing—Il’resi 


dent, Alice Sundberg, Charles and 34 Streets, Bal 
timore 18 Secretary, Wilda Snyder, 3901) Garrison 
Blvd., Baltimore 15 

State Department of Health—Helen L. Fisk, Chief, Di 


vision ot Public Health Nursing, Baltimore 18 
State Nurses Association Executive Secretary—\I 
Moubray, 1217 Cathedral Street, Baltimore 1 


Ruth 


MASSACHUSETTS 
State Organization for Public Health Nursing—|l*r«s: 


dent, Mrs. John J. Harrington, 110 Main Street, Wal 
tham. Secretary, Mrs. Sidney B. Whittier, 11) Ket 
nedy Road, Cambridge 
State Department of Public Brooks. 
Chet, Pubhe Health Nursing Section, Boston 
State Nurses Association Executive Secretary—!\|i1/) 
V. Peterson, 420 Boylston Street, Boston 16 


MICHIGAN 
State Organization for Public Health Nursing—}!'rcs; 


dent, Barbara Wilcox, Barry County Health Dept., 
Hastings. Secretary, Margaret Maxwell, Kalamazoo 
City County Health Dept., Kalamazoo 
State Department of Health—Ilelene Buker, Chiet, 
lic Health Nursing Section, Division of Local Health 


Administration, Lansing 4 
State Nurses Association Executive 


Secretary—] 
Pruckey, 470 Hollister Bldg 


Lansing 8 


MINNESOTA 


State Organization for Public Health Nursing—}’resi 
dent, Helen Law, Board of Education, Mound. Secre 
tary, Eleanor J. Leckner, 4321 Broadway, Rob 
binsdale 

State Department of Health Ann S. Nyquist, Director, 
Division of Public Health Nursing, Minne apolis M4 

State Nurses Association Executive Secretary—l 


Gynild, 2395 University Avenue, St. Paul 4 

MISSISSIPPI 

State Board of Health—[ouise Holmes, Director, Divi 
sion of Public Health Nursing, Jackson 113 

State Nurses Association Executive Secretary—K.‘: 
Lou Lord, 703 North Street, Jackson 

MISSOURI 


— Department of Public Health and Welfare—I{elen 


Ing, 


Kinney, Director, Bureau of Nur Division ot 


— 
| 
| 


OFFICIAL 


Health, Jetterson City 
State Nurses Association Executive Secretary— Marjorie 
Elmore, 712 E. High Street, Jefferson City 


MONTANA 

State Board of Health—Wavya L. Dixon, Acting 
Vivision of Public Health Nursing, Helena 

State Nurses Association Executive Secretary—M uric! 
Lewis, 11-14 Lalonde Block, Helena 


Director, 


NEBRASKA 


State Organization for Public Health Nursing—!'resi 
dent, Alice Jensen, 035 R Street, Lincoln. Secretary, 
Mona Overton, 606 City Hall, Omaha 

State Department of Health—Emily Brickle 
Division of Public Health Nursing, Lincoln 

State Nurses Association Executive Secretary—\Mr> 
Catherine Gehrman, 338 Electric Building, Omaha 2 


NEVADA 
State Department of Health—Maruarct | 
ing Director, Division of Public Health 
State Nurses Association Executive 
Della Fitzgerald, 1100 S. 17 Street, 


NEW HAMPSHIRE 
State Department of Health—Hlorence Mo Clark, 
tor, Division of Public Health Nursing, Concs 
State Board of Education—\ acancy 
State Nurses Association Executive 
Mary T. Madden, Room 5, 63 N. 


cord 


Director, 


Nichols, Act 
Nursing, Reno 
Secretary—Mrs 
Las Vegas 


Direc 


rd 


Secretary—\Irs 
Main Street, Con 


NEW JERSEY 

State Organization for Public Health Nursing—!'resi 
dent, Madelyn N. Hall, 703 Watchung Avenue, Plain- 
field. Corresponding Secretary, Mary Allen, 42 N 
Maple Street, Woodbury 

State Department of Health—Mrs. Gladys | 
Chief, Public Health Nursing Bureau, 
Local Health Service, Trenton 7 

State Department of Education—[ulu |’ 
Assistant in Health Education, Trenton 

State Nurses Association Executive Secretary—\\ ilki« 
Hughes, 17 Academy Street, Newark 


Wilson, 


Division of 


Dilworth, 


NEW MEXICO 

State Department of Public ‘ori: 
rector, Division of Public Health Nursing, 
Siete Nurses Association Executive 
ary Jane Carter, 3125 N. 12 Street, 


Irick, Di 
Santa Fe 
Secretary— \Irs 
Albuquerque 


NEW YORK 

State Department of Health—Mary FE. Parker 
Bureau of Public Health Nursing, Albany 

State Education Department—]osephine Mebarland, 
sociate Education Supervisor of School Nursing, St 
Education Building, Albany 1 

State Nurses Association Executive Secretary—K 
rine E. Rehder, 385 State Street, Albany ¢ 


NORTH CAROLINA 
State Board of Health—\my F 
Health Nursing Section, 
State Nurses 
Marie B 


Director, 


As 


ite 


ishe ( i, P 
Local Health Di vision, R 
Association Executive 
Noell, 306 S. Dawson 


ublic 
leigh 
Secretary— Mrs 
Street, 
NORTH DAKOTA 
State of Health—Marjorie W. Spaulding, 
Director, Division of Public Health Nursing, Bismarc) 
State Association Executive Secretary—(iliiys 
Wentland, 3 Main Avenue, 


OHIO 
State Department of Hestth—S Gertrude 
Division of ursing olumbus 15 
State Nurses General Secretary—Mrs. E. 
August, Huntingdon Bank Building, 17 S. High 
Columbus 15 


Sismareh 


Strect, 


OKLAHOMA 
State Department of Health—Josephine D 
rector, Division of Nursing, Oklahor City 
State Nurses Association Executive Secretary—\|: - 
Nan Green, 304 Hightower Building, Oklahoma City 


OREGON 

State Organization for Public Health 
dent, Mrs. Catherine Webster, 28. 
Portland 13, Secretary, Mrs. Doris Gert Multnor 
County Health Department, Court Wouse, Port! 


N.1 


DIRECTORY 61 


State Board of Health—Jane |. 
Public Health Nursing Section, 
Medical Services, Portland 5 

State Nurses Association Executive Secretary—\ iol M 
Vreeland, 220 S.W. Alder Street, Portland 4 


PENNSYLVANIA 


State Organization for Public Health Nursirng—l’resi 
dent, Mary Beam, Public Health Nursing Service, 
Lansdowne Secretary, Margaret Keller, VNA, York 

State Department of Health—Alice M. (Halloran, Ih 
rector, Bureau of Public Health Nursing, Harrisburg 

State Department of Public Instruction—Mildred 5S 
Coyle. School of Nursing Adviser, Harrisburg 

State Nurses Association General Secretary—\Ir- 
arine E. F. Miller, 2515 N. Front Street, Ha 


Gavin, Acting Director, 
Division of Preventive 


Kath 


rrisburg 


PUERTO RICO 


Puerto Rico Department of Health—Mr-s 
Davila, Chief, Bureau of Public Health 

Puerto Rico Nurses Association Secretary—Flisa Car 
pena, Box 1814, San Juan 


RHODE ISLAND 


State Organization for Public Health Nursing—}l’resi 
dent, Catherine Sullivan, Rhode Island State Health 
Department, State Office Building, Providence Sec 
retary, Mary Kennedy, City Dept. of Health, City 
Hall, Providence 

State Department of Health—Mrs. 
Director, Bureau of Public 
dence 

State Nurses 
O. Potter, 42 


Paulina R. 
Nursing, San 


Catherine O 


Tracy, 
Health Nursing, 


Provi 


Association Executive Secretary—Hele 
Weybosset Street, Providence 


SOUTH CAROLINA 

State Organization ad Public Health 
Minnie H. Blease, Saluda. Secretary, 
Cain, County Hei ith Department, 

State Board of Health Mrs. Hettie H. Rickett, 
tor, Public Health Nursing, Columbia 

State Nurses Association Executive Secretary—( ora | 
Clements, 411 Carolina Life Building, Columbia 1 


Nursing— 
rs. Betty B 

Sumter 

Direc 


SOUTH DAKOTA 
State Department of Health—Alice B. Olson, 
Public Health Nursing, Pierre 
State Nurses Association Executive Secretary—M yri\: 
Corcoran, Box 430, Mitchell 


TENNESSEE 
State Department of Public Health—Fronces | 
Iirector of Public Health Nursing, Division of 
Health Service, Nashville 3 
State Nurses Association Executive Secretary—Sari)) 
M. Hocks, 713 Warner Building, Nashville 3 


Director 


Nvision of 


Hagar, 
Local 


TEXAS 

State Organization for Public Health Nursing—}!’rcsi 
dent, rs. Lola R. Bell, State Dept. of 
Austin. Secretary, Nell Hinson, 7015 Kenwell, 

State Department of Health— Mildred Garrett, 
tivision of Public Health Nursing, Austin 

State Nurses Association General Secretary— \ 
Dietrich, 1001 E. Nevada Street, El Paso 


Director, 


Louise 


UTAH 

State Department of Health—Evelyn 
tor, Division of Public Health Nursing, Salt 

State Nurses Association 
E. G. Richards, 158 E. 2 Street, Salt 


VERMONT 

State Department 
r, Public 
lingto 

State Association Executive Secretary—Ne|lic 
Hrabsky, 201 College Street, Burlington 


Kidneigh, Direc 
Lake City 


Secretary— Mrs 
Lake City 


of Health—Ksther 


Martinson, 
Health Nursing Division, 


South Bur 


VIRGIN ISLANDS 
Virgin Islands Department of Health—Mayi. (; 
tin, Director, Division of Public Health 
Charlotte Amalie, St. Thomas 


Mar 
Nursing, 


VIRGINIA 
State Department of Health—Hazel Director, 
Bureau of Public Health Nursing, Richmond 19 
State Nurses Association Executive Secretary—I14/c! 
wi bh, 1017-18 Central National Bank Building, Rich 

mond 19 


y 
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WASHINGTON 
State Department of Health—Anna R. Moore, Chief, Di 
vision of Nursing, Seattle 4 
State Nurses Association Executive Secretary—Miury 


Ella Adams, 514 Medical Arts Bldg., Seattle 1 


WEST VIRGINIA 


State Department of Health—\irs. 
s irector, Bureau of Public Health 

State Nurses a Executive Secretary—May M. 
Maloney, 47 apital City Building, Charleston 


Laurene C. 
Nursing, 


Fisher, 
Charles 


WISCONSIN 


State Organization for Public Health Nursing—}l’res: 
dent, Gertrude Mulaney, Supervisor of Nurses, Mil 


wa e Health Department, City Hall, Milwaukee. 
Secretary, Mrs. Selma Miller, Health Dept., West 
Allis 

State Board of Health—Janet Jennings, Director, Bureau 


Public Health Madison 2 


Nursing, 


State Nurses Association Executive Secretary—Mr.~ 
( I). Partridge, 161 W. Wisconsin Avenue, Milwau 
WYOMING 


State Department of Public Health—Lola M. Hanson, 


Acting Director, Division of Public Health Nursing, 
( hevenne 
State Nurses Association Secretary—Mrs. Elsie L. Con 
r, Box 1041, Casper 


JOHN HANCOCK MUTUAL LIFE INSURANCE CO. 


200 Berkeley Street, Boston 16, Massachusetts 
Visiting Nurse Service 
Director Sophie Nelson 
Assistant Director, Agnes V. Murphy 
Assistants to the Director, Ethel V. Inglis; Katharme E 
Peirce 


Please note new address: 


HEALTH NURSING 


Norn, 2 


METROPOLITAN LIFE INSURANCE COMPANY 
One Madison Avenue, New York 10, N.Y. 
Executive Staff, Health Welfare 


Bureau, and 


Division 


Nursing 


Alma C. Haupt, Director 

Marie L. Johnson, Associate Director 

Margaret Reid, Educational Director 

Anna Eliz ibeth Moore, Assistant Educational Director 
Bernardine Striegel, Group Nursing Consultant 

Mary Harrigan, Area Supervisor 

Helen Snow, Area Supervisor 


Eastern Office Territorial Supervisors 


Marjorie Adams -On loan to NOPUN 

Ruth E. Brong—Alabama, Florida, Georgia, North 
Carolina, South Carolina, Virginia, District of Co 
lumbia 


Helen Connors 


On loan to NOPHN 


Hawes— Arkansas, Colorado, Kansas, Ken 


tucky, Louisiana, Missouri, Nebraska, Oklahoma, 
Tennessee, Texas 
Mabelle Hirsch--Hlinois, Indiana, Lowa, Michigan, 
Minnesota, Ohio, West Virginia, Wisconsin 
Margaret Leddy—Delaware, Maryland, New Jersey, 
Pennsylvamia 
Marjorie Tucker Connecticut, Greater New York, 
Long Island, Maine, Massachusetts, New Hampshire, 
New York State, Rhode Island, Vermont, Westches- 


ter County 


Judith Wallin On loan to NOPHN 

Pucifie Coast Head Office (OOO) Stockton Street, San 
Francisco, California) 

Mrs. Jean Roberts, Pacitte Coast Nursing Director 

Canadian Head Office Wellington Street, Ottawa, 


Ontario, Canada) 
Alice Girard, 
Canada 


Superintendent of Nursing Services in 


Park Avenue, New York 16, N. Y. 
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Happy New Year 
For the 106th “Time! 


Smith-Gray, for the past one hundred and six 
years—since 1845—has had the privilege of saying 
Happy New Year to its customers. 


For the past one hundred and six years Smith 
Gray has served the uniform requirements of both 
men and women in the military services and in the 
many civilian services and industries in which the 
wearing of uniform suits and coats is standard prac- 
tice. 


To the readers of this magazine—the Nurses of all 
nursing services, civilian and military, to our cus 
tomers of 1950 and the years past, and to our new 
customers whom we have yet to meet in 195l—we 
extend our sincere wishes for a healthy and happy 


NEW YEAR. 


TO WEAR THE BEST—WEAR SMITH-GRAY 


AAITH -GRAY 


Stince +848 


740 Broadway, 
New York 3, N.Y. 


DESIGNERS, STYLISTS, AND PRODUCERS OF WOMEN’S UNIFORM SUITS AND COATS 


In responding to an advertisement say you saw it in Public Health Nursing 
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J é with the NEW 
Babyotll FORMULA 
& STERILIZER Outfit 
Latest Hospital Technique. 
Sterilizes formula, bottles, 


nipples, shields ALL IN 
ONE OPERATION. Nipple 
untouched to moment. of 
feeding Write for your 
FREE Booklet on Ter 
minal Sterilization today 


SANIT-ALL PROD. CORP., Greenwich, O. 


NURSES — Free Booklet on 


We are sorry an error crept into the BRUCK’S 
uniform advertisement in November. The price 
of poplin uniforms—style 9100—7 gore, full fly- 
front skirt—3 roomy pockets—pearl buttons— 
Sanforized—sizes 10 to 20; 40 to 46—is $8.50. 
See also BRUCK’S ad this issue, back cover. 


Easier to apply than a 
mustard plaster for coughs of 


CHEST 
COLDS 


Decongestive Counter-irritant 
Busy nurses should welcome 
this white, stainless Mus- 
terole rub because it has all 
the advantages of a warm- 
ing, pain-relieving mustard 
plaster yet is so much easier 
to apply. Just rub it on. 
Musterole saves your valu- 
able time and is far more 
comfortable for your patient. 
Musterole not only starts right in to relieve coughs, 
sore throat and aching muscles of chest colds, but 
it helps break up the local congestion. 

The Only Rub Made in 3 Strengths: Children’s Mild, 
also Regular and Extra Strong Musterole for adults. 


Analgesic 


Visiting Nurse Bag) 


Adopted by Visiting Nurse Association of Chicago | 


ERPENBECK & SEGESSMAN : CHICAGO 10 : 417 N. STATE ST. | 


Made of genuine Seal Grain Cowhide. 
Leather lined, double-stitched and ar- | 
ranged for black rubber or white wash- 
able interchangeable linings the Visiting 
Nurse Bag combines the utmost in 
smartness and utility. 


The lining is equipped to hold in place 
six two-ounce saddle bag bottles fitted 
with ground glass stoppers together with | 
nickle-plated screw caps. Loops for two | 
thermometers, pen and pencil, hand scrub 
brush, soap box, scissors and pocket for 
report book are provided. 


The bag is twelve inches long, six | 
inches wide and six inches deep. Rings | 
and shoulder straps can be furnished on | 
special order. Prices quoted upon r t 


Best attention given to repair of bags 
and linings. 


AS 


In responding to an advertisement say you saw it in Public Health Nursing 
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Emotional 


THE 


FACTOR IN 


mother can influence his assimi- 
lation of food—for good—or ill! 

When a worried mother asks you 
how to “make” her baby eat more, 
help her understand that a baby can’t 
get full benefit from his meals unless 
he enjoys his food. 

One of the biggest things a mother 
can do for her baby is to avoid meal- 
time arguments. Beech-Nut Foods in 
all their appealing variety are a great 
help. Their better flavor arouses eager 
appetite. Baby gets a-good start nutri 
tionally and emotionally! 


A relationship with his 


Beech-Nut FOODS BABIES 


A wide variety for you to recommend: 
Meat and Vegetable Soups, Vege- 
tables, Fruits, Desserts —Cereal 
Food and Strained Oatmeal. 


Beech:Nut ] 
CEREAL FOOD 


ror 


Se All Beech-Nut standards of pro- 
duction and advertising have been 
accepted by the Councilon Foods 
and Nutrition of the American 
Medical Association, 


Babies love them...thrive on them! 
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Thousands of Schools from 
Coast to Coast are now using 
The Good-Lite* Translucent Eye 
Chart for Routine Examinations 


*Accepted by the Council of Physical 
Medicine and Rehabilitation of the American 
Medical Association. 


* Approved by Underwriters Laboratories. 


Designed 
and Priced 
Especially 
for Schools 


Model A 
ACCURATE 
WASHABLE 
PORTABLE 


.9 x 14 inches 
SIZE: cided met- 
al cabinet. 


PERMANENCE: the soiling of 
harts in general use, one is 
impressed with the aan type of printed matter im- 
bedded in a hard bakelite plastic. It has a non- 
glossy surface and may be washed repeatedly. 


PORTABILITY: Important to school nurses and 
others testing eyes in various 
places. This chart weighs only 4 Ibs. 


BULBS: 8 w. daylight Fluorescent bulb 
for 110 volt A. C. only. 


This chart may be hung on screw on wa!l or placed 
on a table. 


Complete with children’s E chart rar $22.50 
Alphabetical charts $2.50 extra 


Glasses available for Hyperopia test. 


THE GOOD-LITE CO. 

7638 Madison St., Forest Park, II. 
Please send illustrated literature. 

Name 

Addres 


City and Zone . State 


Al10 


The 


REG. U. S. PAT. OFF. & CANADA 


Once you've worn CLINIC SHOES, you'll 
join the thousands who sing their praises. 
“Nothing could be finer” than CLINIC SHOES 
for young women who are constantly on 
their feet. They are supple, flexible, perfect 
fitting; with extra support to reduce fatigue. 
Look for the name on the tongue of the shoe 
—at good stores everywhere. 


FOR YOU! 
A Pair of White Shoe Laces 


Just send us your name and address 

on a post-card and you'll receive 

with our compliments a pair of shoe 

laces, illustrated leaflet of 23 styles, 

and name of your nearest dealer. 
Dept. 9 


THE CLINIC SHOEMAKERS, 
1221 LOCUST ST., ST. LOUIS 3, MO. 
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UNIFORM 


Every ROSALIA Styled Uniform is 
a Masterpiece of meticulous 
workmanship, fine fabric and 
proper fit, to provide the 
professionally correct feeling and 
appearance of assurance. 


It's important to every Professional 
Nurse to choose ROSALIA... 
Second-to-None UNIFORM 
VALUES, eager to be compared 

for Style, Quality and Price. 


Public Health Nurse Uniforms 
ore tailored by ROSALIA to 
yout individual measurements. 


Write today for 1951 Brochure of ROSALIA 
Distinctive Uniforms for Nurses. 


J. A. & R. E. SOLMES, Manufacturers 
965 Arcade Street, St. Paul 6, Minnesota. 


PI d 1951 Brochure of ROSALIA 
J A. & R. E. SO LMES Sie 
MANUFACTURERS Name 
965 Arcade Street 


ST. PAUL 6, MINNESOTA es 
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All 


even in stubborn 
slow healing wounds 
burns 
ulcers 


(decubitus, varicose, diabetic) 


OINTMENT 
the external 
_cod liver oil therapy. 


$ 


accelerates healing 


New clinical studies' again prove the ability of 
Desitin Ointment to ease pain, inhibit infection, stimulate 
healthy granulation, and accelerate smooth epitheliza- 
tion in lacerated, denuded, ulcerated surface tissues . . . 
often in conditions resistant to other therapy. 


protective, soothing, healing Desitin Ointment is a self-sterilizing 
blend of high grade, crude Norwegian cod liver oil (with its 
unsaturated fatty acids and high potency vitamins A and D in 

proper ratio for maximum efficacy), zinc oxide, talcum, petrolatum, 
and lanolin. Does not liquefy at body temperature and is not 
decomposed or washed away by secretions, exudate, urine 

or excrements. Dressings easily applied and painlessly removed. 
Tubes of 1 oz., 2 0z., 4 oz., and 1 Ib. jars. 


write for samples and reprint D iti 
CHEMICAL COMPANY . 


1. Behrman, H. T., Combes, F. C., Bobroff, A., 70 Ship Street, Providence 2, R. !. 
and Leviticus, R.: Ind. Med. & Surg. 18.512, 1949. 'P 
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WHAT tock the “sputter” 
out of margarine? 


@P@ LECITHIN! That's the natural fat product introduced into marga- 
rine several years ago to keep it from sticking to the frying pan. 
That's what makes Nucoa a clean-frying, easy-cooking margarine 
that doesn't sputter. Although the amount of lecithin in the oils 
from which margarine is made varies a good deal, Nucoa proc- 
essing always keeps lecithin at a constant level . .. makes every 
pound of Nucoa wonderful for cooking! The addition of lecithin 
is only one example of Nucoa’s constant endeavor to incorporate 
immediately every advance in the making of margarine. 


to bring you a better spread! 


First to be made of all-vegetable oils, Nucoa 
was also the first to be enriched with vitamin 
A, the first to introduce the handy Measure- 
Pak. Yellow Nucoa, furthermore, is the only 
margarine to be colored with carotene, 
nature’s own vitamin A-rich coloring. 


Delicious as a spread for bread, a topping 
for vegetables, in sauces—Nucoa marga- 
rine is wonderful for all sorts of cooking and 
_ baking. And because it’s made on order 

only—-there’s no such thing as, storage” 
Nucoa—you can always count on Nucoa’s 
freshness. For good eating and good cooking 
make sure you choose a first-rate margarine. 
Insist on Nucoa...money can’t buy a 
more flavorful spread, 


UCOA is Americas Largest Sellin 
g Margarine 
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FORM FOR ADVANCE REGISTRATION 


NOPHN Regional Conferences 


Note: Do not send money. Payment of the registration fee of $2 for 
NOPHN members and $3 for nonmembers should be made in person at 
the conference. To secure the membership rate members must show their 
1951 membership cards. 


Please print 
CITY . _....... ZONE NUMBER... 


Meetings you plan to attend (please check) 
Omaha, Nebraska—Fontanelle Hotel 
April 4, 5, 6 


Portland, Oregon—University of Oregon Medical School 
Library, 3181 S. W. Marquam Road 
April 11, 12, 13 


Providence, Rhode Island—Sheraton Biltmore Hotel 
April 18, 19, 20 


New Orleans, Lovisiana—Jung Hotel 
May 23, 24, 25 


Are you an NOPHN member eee ee 
lf NOPHN member Nurse General 


Please attach list of questions and problems you would like discussed. 


Please indicate need for a one-day conference on these special fields. 


Mental Hygiene School Nursing 
Orthopedics Tuberculosis 


Fill out form and return to ELIZABETH STOBO, National Organization for Public Health 
Nursing, 2 Park Avenue, New York 16, New York. 


Note: Kindly make your own hotel reservations directly with hotel of your choice in 
the city in which the meetings are to be held. 
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Another Mos 


Community 
Health 


Educators 
Compendium of 
K nowledge 


A Handbook to Help the Health Educator 
Check 
Principles, Possibilities, and Procedures 


in Democratic Action 


The problems confronting the person con- 
cerned with public health are many and var- 
ied. In fact, there are so many people and so 
many levels involved in the overall question, 
that the lack of good public health administra- 
tion and promotion may very well be attribu- 
table to these existing circumstances. 


If you are working in the field of public 
health or any related area, ask yourself these 
questions: 


Do I work with people effectively? Do our 
committee meetings get results? Do we make 
adequate preparations for public meetings? 
How does one prepare good publicity, printed 
matter, and exhibits? 


If you haven’t a satisfactory answer to these 
questions you need a copy of Turner's new 
CHECK. 


By CLAIR E. TURNER, AM. Ed.M., D.Sc., Dr.P.H., 


for Health Promotion 


It was prepared for the health educator, the 
public health nurse, nutritionist, physical edu- 
cator, the agricultural extension worker—for 
the workers in voluntary health agencies, as 
well as the chairman of the Health Committee 
in the local medical or dental society, PTA, 
service club, woman’s club or other agency. 
All of these and many others work with people 
directly and through the media of group com- 
munication. They, and especially individuals 
who are preparing for such responsibilities 
want a quick and easy way to check their 
plans and procedures in the many processes 
involved. 

Dr. Turner's book provides the answers to 
their questions and provides a brief, clear 
working guide for the promotion of better 
health, no matter what size group may be 
concerned. 


Protessor 


of Public Health Emeritus, Massachusetts Institute of Technology ; 
Consultant in Health Education, World Health Ofganization; Form- 
erly Associate Professor of Hygiene, Tufts Medical and Dental 
Schools; etc. 268 pages, 42 illustrations. Price, $3.00. 


ORDER FORM 


The C. V. MOSBY Company PHN 1-51 
3207 Washington Avenue, St. Louis 3, Missouri 
Please send me a copy of CHECK priced at $3.00 
[} Enclosed find check. ~ Charge my account 
Name 
In responding to an advertisement say you saw it in Public Health Nursing Als 


FOR EFFICIENT FILING OF YOUR NOPHN 
RECORD FORMS, USE 


M & W CO. 
FILING CABINETS 


Available in steel, wood or heavy cardboard 
Also Index Guides and Systems 


MEAD & WHEELER COMPANY 


218 West Monroe Street 
Chicago 6, Illinois 


. Exclusive publishers and distributors of the Standard NOPHN 
No. 3582 Green Steel Record Forms—prepared and recommended by the National 
2-Drawer Filing Cabinet Organization for Public Health Nursing. 


For 5” x 8” Record Cards Write for free sample set of NOPHN_ Record Forms or 


Pamphlet on Office Supplies. 


Continued from page 48 


\ list of selected publications is available from EUs 


Public Affairs Pamphlets, 22 East 33 Street, New 
York 16 


GENETICS-——THE Sctence OF Herepity. John Pfeiffer. 
Public Affairs Pamphlets, 22 East 38 Street, New SECU RITY 
York 16. 1950. 20c. “The more we learn about 
genetics, the better become our chances for health 
and prosperity.” BONDS 

ARTHRITIS—AND THE Miuraccte Drvcs. Alton L. / 
Blakeslee. Public Affairs Pamphlets, 22 East 38 
Street, New York 16. 1950. 32 p. 20c. 0 ° 

NATIONAL ORGANIZATION FOR PUBLIC HEALTH NURSING, Inc. 


2 Park Avenue, New York 16, N. Y. 
APPLICATION FOR INDIVIDUAL MEMBERSHIP 


Name in full! 


[] Individual membership and one year’s subscription to Pustic HeartH Nursinc Magazine * . $8.00 


Sustaining membership 
(includes one year’s subscription to Pusrtc Hea:tH Nursinc only if checked here [) $10.00 or more 


Life membership, payable over a period of 12 months... $100.00 


Please enclose check or money order with application 


The following information is requested of applicants for nurse membership: 


Name and address of school of nursing from which graduated 


Date of graduation State in which you are registered......... Registration Number 


Please check if you wish to enroll in a Section: CL} School Nursing ] Nurse-Midwifery 
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POSITIONS AVAILABLE 


Adverti s in this | are accepted at the fcl- 

lowing rates: 10¢ a word with a minimum of $3 for 30 

words or less, MONEY TO ACCOMPANY ORDER FOR 

INSERTION. Agency members or sustaining members 

may have ONE insertion up to 50 words without charge. 

Closing date icr copy and cancelation is the Ist of the 
month previous to publication. 


WANTED—Public health nurses with certificate and 
vear expericnce; government fizld work southwest- 
ern Oklahoma, good location; starting salary $3,825 
a year, automatic promotions every year to a top ol 
34,575 a vear; 40-hour week; one month paid vaca- 
tion; paid sick leave; retirement system; disability 
compensation; automobile and _ travel expenses 
furnished. Address Box 139, Lawton, Oklanoma 


WANTED-—-Public health nurses for generalized pro- 
gram in colorful rural area in northern California ; 
salary range $273-$341 a month; 5-day week; re- 
tirement plan; generous vacation and sick icave: 
car furnished or 6c a mile paid for use of private 
car. Write to Director of Public Health Nursing, 
Butte County Health Department; First National 
Bank Building, Oroville, California. 

WANTED health staff nurse; generalized 
urban and rural program; 40-hour week, liberal 
annual and sick leave; travel allowance; cat 
essential; salary $2,400-$2,600, depending on quali- 
fications and experience. Write to Mrs. Marie G. 
Gemeroy, Nurse Director, The Somerset Valley 
Visiting Nurse Association, 25 North Bridge Street, 
Somerville, New Jersey. 


-Public 


WANTED—Registered nurse to head nursing staff 
at’ Colored Old Folks’ Home Nursing Unit; salary 
$200 a month and full maintenance; give reference 
and experience. Write to Mrs. Lorena A. Walker, 
303 North Indiana Avenue, Atlantic City, New 
Jersey; phone, Atlantic City 5-2221. 


WANTED —Public health nurse with certificate and 
year experience; generalized rural program in south- 
eastern Oklahoma; starting salary $3,825 a year; 
paid vacation and sick leave; retirement system 
Write to Box 1367, Muskogee, Oklahoma. 


WANTED-—-Qualified staff nurses, nurse and non- 
nurse physical therapist, for visiting nurse association ; 
program includes care of the ill in their homes, 
maternal and child hygiene, mothers’ classes, re- 
habilitation, and physical therapy; salary dependent 
on education and experience; 5-day week; liberal 
holiday, vacation, and sick leave allowance; uni- 
versity facilities available locally for educauonal 
plans; immediate placement. Write to Ruth E 
TeLinde, Executive Director, Visiting Nurse Asso- 
ciation, 1038 North Cass Street, Milwaukee, Wiscon- 
sin 


WANTED—Executive director for newly organized 
public health nursing agency; supervision plus part- 
time service in the field; attractive resort community ; 
qualifications: meet Nopun standards; salary based 
on education and experience; preferably own car; 
opportunity for advancement. Apply to Mrs. LeRoy 
Koehler, 750 Bryant Street, Stroudsburg, Pennsyl- 
vania 
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Positions available immediately: 
Public health nurse, senior, $385 a month 
Public health nurse-midwite, $385 a month 
Public health nurse, $370 a month 
Annual monthly increment of $15 through five pay 
grades; 15 *percent Interior Differential for place- 
ments in Intericr Alaska where cost .of living is 
higher All must have completed an approved 
course ct study@in public health nursing, and nurse- 
midwives a course in midwifery; public health 
nurses and public health nurse-midwives must have 
had at least one year of generalized public health 
nursing experience; senior public health nurses two 
years; retirement plan, 30 working days annual leave 
a year; 15 days sick leave. Write to Director, 
Nursing Division, Alaska Department of Health, 
Juneau, Alaska 


WANTED—Public health nurses for 
urban and rural agencies, official and private, in 
various parts of the country. No fee. Apply in 
person or write to Nurse Counseling and Placement 
Office, New York State Employment Service, 119 
West 57 Street, New York 19, N. Y. 


positioas in 


WANTED— Assistant director, Division of Nursing ; 
position available immediately in Anchorage Branch 
Office ot Alaska Department of Health; starting 
salary 36,624; minimum requirements: college de- 
gree including or to which has been added approved 
program of study in public health nursing; two 
years of generalized experience plus two years ad- 
ministrative or supervisory experience in public 
health agency; liberal personnel policies. Write to 
Dorothy Whitney, Director, Nursing Division, P.O 
Box 1931, Juneau, Alaska. 


WANTED—Supervisors and public health nurses, 


Baltimore County Health Department. Population 
256,000; suburban, industrialized, and rural areas; 
county seat eight miles from Baltimore. Generalized 
service including progressive school health program; 
50 field nurses; one month vacation; 5-day, 25%4- 
hour week; sick leave; retirement plan; allow- 
ance of 7c a mile for use of personal car. Super- 
visor: degree and experience required; beginning 
salary $3,600-$4,000, depending on qualifications; 
additional preparation in fields of education, tuber- 
culosis, orthopedics, or mental hygiene preferred. 
Public health nurses: beginning salary $2,300 (for 
trainee) to $2,700, depending on experience and 
education. Write to Dr. William H. F. Warthen, 
Health Officer, Baltimore County Health Depart- 
ment, Towson 4, Maryland. 


WANTED—The National Blood Program of the 
American National Red Cross offers a different pro- 
fessional nursing specialty to nurses who can fill 
Chiet Nurse and Deputy Chief Nurse positions in 
blood centers. A college degree or at least two vears 
ot college work is required, as well as experience 
in public health nursing, teaching, administration, 
and public relations. Blood bank or operating 100m 
experience is desirable but not required. Inquiries 
should be directed to Mr. Norman A. Durfee. Ad- 
ministrator for Personnel Services, National Head- 
quarters, American National Red Cross, Washington 
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TEST BOTH 


with 


CARGILLE URINALYSIS KIT 


. . ON SAME 
5-DROP PORTION 
OF URINE! 


® No external heating! 
® No liquid reagent! 


® Approved by leading life 
insurance companies. (Re- 
print of original article 
on request) 


® Quick and easy to use 
at bedside or in office! 


CARGILLE Bedside Kit, No. s, complete as $2.00 
shown. (25 Cargille granules; 36 Clinitest tablets) ~ ea- 


CARGILLE Reagent Granules (Sulfosalicylic Acid) 
for Albumin—500 granules $2.25; 1000 granules $3.75. 


CLINITEST Reagent Tablets for Sugar—Six 36-tablet 
bottles $3.30; twelve 36-tablet bottles $6.60. 


CARGILLE SCIENTIFIC INC. 
118 LIBERTY ST. NEW YORK 6.N. Y. 


JANUARY 15-31 


WANTED—Public health nurses for local health de- 
partments; opportunities never better in Oregon; 
choice locations; excellent programs; seven openings 
for staff nurses in Multnomah County, Portland; 
minimum starting salary $260 plus mileage; other 
openings in departments located in Albany, Bend, 


‘The Dalles, Grants Pass, Pendleton, and Salem. 


Apply now to A. T. Johnson, Merit System Super- 
visor, 1019 S.W. 10th Avenue, Portland 5, Oregon. 


WANTED—Director for a well established com- 
munity-chest-affiliated public health nursing agency; 
staff of five nurses; retirement plan; four weeks 
vacation, and sick leave. Qualifications: bachelor’s 
degree, experience in supervision in a_ generalized 
public health nursing program; salary based on edu- 
cation and experience; must own car; car allowance. 
Apply to Mrs. Manley Lawrence, Chairman of Nurs- 
ing Committee, 615 National Road West, Richmond. 
Indiana. 


WANTED—Public health nurses for generalized pro- 
gram in suburban area; staff education and students; 
5-day week, vacation, sick leave, and retirement 
benefits. Write to Mr. John Davenport, Personnel 
Director, The Court House, Arlington County, 
Virginia. 


WANTED—Public health nurses, general rural pro- 
gram. Salary: public health nurses, $2,652-$3,336; 
graduate nurses as assistant PHNs, $2,340-$2,772; 
$20 monthly car rental plus upkeep; S-day week, 
vacation, sick leave, and retirement benefits. Write 
to Hazel Higbee, State Health Department, Rich- 
mond, Virginia. 


New York City needs public health nurses. Vacancies 
in Health Department. Generalized service includ- 
ing maternal and child care, school health and com- 
municable disease control. Immediate appointment 
on provisional basis. Starting salary $2400; 37 
hour week; liberal vacation allowance; in-service 
training. Write: Bureau of Public Health Nursing, 
City Health Department, 125 Worth Street, New 
York 13, N. Y. 


American Nurses’ Association 
Professional 
Counseling and Placement 
Service, Inc. 


FREE SERVICE FOR NURSES AND NURSE 
EMPLOYERS. POSITIONS LISTED IN ALL 
FIELDS OF NURSING THROUGHOUT USA 
AND ABROAD. 


Consult your State Nurses’ Association if a State 
PC & PS has been established. Otherwise consult 
the ANA PC & PS, Inc., Branch Office, 8 South 
Michigan Avenue, Chicago 3, Illinois. 
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FIGHT POLE 
MARCH 


advantages: 


VAPORUB’S well-balanced formula contains 7 
volatilizing ingredients, including menthol, 
thymol, camphor and oil of eucalyptus. 


VAPORUB’S medicated vapors are soothing 
when dryness and irritation accompany the 
respiratory distress. 


VAPORUB is already on hand in most homes 
... may be used either in a vaporizer or ina 
bowl of boiling water. 
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Be Professionally Correct ! 


Smart PUBLIC HEALTH “/uoveme 
Double- Srearted 


WINTER BOXCOAT 
. with All - Wool 
Zip-In Liner 


PUBLIC HEALTH Style 485 is truly @ “life- 
time’ coat of luxurious loveliness, moth- 
proofed by Bocanize Process. Made of 
Navy Blue All-Wool Elastique outer ma- 
terial with attractive, convertible collar for 
extra insurance against wind, rain, snow or 
cold. The coat is fully lined with Skinner‘s 
satin-faced, wool-back lining and splendid- 
ly tailored. In addition, there is a com- 
plete, All-Wool Flannel detachable Zip-in 
Liner with famous Talon Zipper. SIZES 
32-46. 


NOW ONLY 


NOTE: This special price 
INCLUDES All-Wool Zip-in 


| in Liner, Only ms 
PRETTY MATCHING CAPS 
© All-Wool Elastique 
© Small, Medium, Large 


© OVERSEAS Style 04 
© BERET—Style 03 


MAIL ORDERS to: 


NAVY BLUE 
BROADCLOTH 


NOPHN Style 666B BROADCLOTH is silky- 
soft, unexcelled for wearability. Sanfor- 
ized. Made of finest 2-ply, all-combed 


PIMA yarn. Long or Short Sleeves. SIZES 
VISIT OUR SHOPS 10 to 20; 40 to 46. 
Only $10.45 


NEW YORK Dept. PH-1 
PITTSBURGH Some Style also available in $ 7.95 387 Fourth Avenue 
DETROIT Poplin Style 666-P New York 16, N. Y. 


CHICAGO Nylon Style 666-N 
aaa ORDER NOW ASK FOR FREE PUBLIC 
PROMPT DELIVERY HEALTH STYLE CATALOG. 


\ 
an 
7 | | \ i 4X 
Year “Round 
} 
4 


